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A POST-GRADUATE LECTURE 

ON 

CATARACT. 

Delivered at the Royal London Ophthalmic Hospital, 
Moorfields. 

By R. MARCUS GUNN, M.A., M.B., F.R.C.S., 

Surgeon to the Hospital. 

Gentlemen, —As a preliminary to the discussion 
of cataract, it is necessary that we should consider 
what the lens is, and how it is developed. 

You will recollect that the primary optic vesicle, 
in its progress outwards, meets the cuticular 
epiblast, and that at the point of meeting, an 
alteration is produced in the epithelial epiblast, 
by reason of which a small nodule of growth takes 
place from its inner surface. This nodule gradu¬ 
ally enlarges inwards, depressing the anterior wall 
of the primary optic vesicle, which latter hence- 
forwards takes a cup-shaped form, and is known 
as the secondary optic vesicle or optic cup. The 
entire thickness of the cuticular epiblast now 
becomes invaginated, occupying practically the 
whole cavity of the optic cup. Processes of 
mesoblastic origin soon surround the invaginated 
mass, separating it from the cuticular tissues 
in front, and from the secondary optic vesicle at 
the sides and behind, so that we have an isolated 
round ball in the position of the future lens. This 
ball is thus made up of altered cuticular epiblast 
cells, which. constitute .its walls all round; in 
its interior is a temporary cavity, containing loose 
cells. The inner or posterior wall has hitherto been, 
and continues to be, the thicker, and increased 
activity in its cells now results in their elongation, 
so that they extend as fibres forwards to the an¬ 
terior wall, the cells of which latter wall remain 
unchanged. At this point we may say that, 
practically, the crystalline lens has assumed its 
adult type. Here we have an anterior layer of 
epithelium, while posteriorly we. have elongated 
nucleated cells, and we note that the whole is 
enclosed in a dear hyaline capsule. 

Vol. IX. No. 1. 



If you look at a lens at about the time of 
birth, you will find that it is still comparatively 
globular in form, and much smaller than it 
subsequently becomes. You will also notice, 
that it is very soft, and if you endeavour, by 
reagents, to harden it, it shows a tendency to 
separate into segments. The meeting of these 
segments on the posterior surface forms a, 
figure like Y, and on the anterior surface the 
same figure inverted. The only way to clearly 
understand the manner in which the segment? 
meet, and the way in which they are formed, is 
to take a clear lens of glass, and on the anterior 
and posterior surfaces draw figures such as I have 
described. On now looking through this lens it 
will be seen that the figure on the under surface 
has its limbs corresponding to the spaces between 
the limbs of that on the anterior surface. 

. The fibres of the lens continue to ,be developed 
from the most peripheral cells of the epithelium that, 
we find in the front—the subcapsular epithelium, 
and they go on forming in such a manner that 
their ends abut on the end? of opposite fibres, 
along definite lines—the lines of segmentation. 
The lens continues to grow throughout life, new 
fibres being slowly formed by the elongation 
of cells of the subcapsular epithelium situated 
near the equator. These new fibres, springing 
from the equator, and pushing their way anteriorly 
and posteriorly, occupy a position external to the 
pre-existing fibres—so that a succession of super¬ 
posed layers of fibres gives a structure that has 
been compared to the coats of an onion. It is 
obvious, therefore, that the fibres which exist in the 
lens at birth will remain in it really. during th$ 
whole of life, but they are always pushed further 
and further towards the centre, as the new lens 
fibres are developed from the cells at the surface. 
Ia the skin we have a good means of getting rid 
of the epithelium when it becomes dry and use¬ 
less ; the cells are gradually shed and removed as 
particles of dust or in the process of washing. 
But in the human lens (with all due admiration fqr 
the wonderful manner irt which this structure has 


been formed), the arrangement is, as jregards per- 
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petuation of usefulness, imperfect It is not in itself 
a perfect arrangement, because the lens fibres are 
not got rid of, but are always pushed towards the 
centre, which thus gradually becomes harder than 
the rest, forming the so-called nucleus; the sur¬ 
rounding softer substance, consisting of newer 
fibres, being known as the cortex . Now, although 
these epithelial structures while existing in the 
cortex are transparent, yet when closely squeezed 
together they give a yellowish tinge to the nucleus, 
and if the individual lives to a sufficient age, he 
will get well-marked loss of transparency in the 
centre of his lens, as the result of a purely physio¬ 
logical process. Every person who lives long 
enough must have this physiological form of 
cataract, because of the lack of means of getting 
rid of the superfluous cells. In defence of Nature 
it may be urged that only a comparatively small 
number of persons live to such an age that the lens 
interferes in this way with their happiness. 

In yet another way this manner of formation of 
new fibres, and the consequent gradual increase 
of the size and density of the nucleus, is apt to be 
prejudicial to the transparency of the lens. It 
would appear that occasionally the shrinkage of 
the nucleus is so rapid that it breaks away from 
the overlying softer cortical fibres, and a potential 
space between them thus comes into existence, 
which is occupied by an intra-lenticular fluid. 
The presence of this fluid has an unfavorable 
action on the adjacent fibres, attacking first their 
terminations along the lines of segmentation pre¬ 
viously mentioned, and causing opacities that 
have usually a more or less radiate arrangement 

The lens in an adult is not so globular as in a 
newly-born child; it is biconvex, and the anterior 
surface is less convex than the posterior. It has 
still got a clear capsule all round it, and subcap- 
sular epithelium in front-of it, but this subcapsular 
epithelium does not go beyond the equator. It 
is swung by a suspensory ligament, which is at¬ 
tached to the ciliary processes; the space between 
these processes and the equator of the lens is known 
as the circumlental space, through which the intra¬ 
ocular nutrient fluid passes forwards. Lying close 
against the ciliary processes and the posterior 
surface of the suspensory ligament and capsule 
of the lens, there is the hyaloid membrane, which 
encloses the vitreous and lines the fossa in which 
the lens lies. The intra-ocular fluid which serves 


for the nourishment of the vitreous and the lens 
is secreted in the ciliary region, and this fluid 
filters through the fine divisions of the suspensory 
ligament into the canal of Petit. The lens capsule 
is very thin near the equator, and there is no doubt 
that this fluid is able to pass through it, and thus 
come into contact with the lens fibres. As long 
as this fluid is properly secreted, so long will the 
nutrition of the lens be perfect; but given any 
failure in the amount or character of the fluid 
secreted by the ciliary body, and opacity of the 
lens may result. Consequently we find opacity 
of the lens produced by disease of the ciliary pro¬ 
cesses or of the adjoining anterior part of the 
choroid; and also in cases where the vitreous 
humour itself is unsound. 

Cataract, therefore, may be (i) physiological, from 
the continued growth of the lens; (*) it may be 
due to malnutrition, in consequence of local ocular 
affections, or disease of the ciliary arteries, or a 
general altered blood-state Disease of the ciliary 
arteries is usually part of a general condition; 
that is to say, all the small arteries of the body 
are affected, as in old age Thus two kinds of 
cataract may be encountered in old age, viz. (a) 
nuclear cataract predisposed to by mere growth; 
(b) cataract in which the cortical part of the lens 
is involved, owing to a lack of nourishment. What 
expressly predisposes to the formation of cortical 
cataract in old age, apart from disease of the blood¬ 
vessels, is the liability to the occurrence of too 
rapid shrinking of the nucleus, as above noted. 
Cortical cataract invariably tends to extend, but 
its rate of progress will vary greatly according to 
the cause and size of the first opaque areas; un¬ 
doubtedly the fibres surrounding altered areas 
suffer nutritionally. 

The lens itself consists, chemically, of what you 
are familiar with as globulin, and the globulin 
which occurs in the crystalline lens is called 
crystallin. You possibly remember the fact that 
globulins are known, chemically, by their being 
soluble in dilute solutions of chloride of sodium. 
Now, such a solution surrounds the lens, so that 
there is only a fine capsule separating the crystallin 
from a fluid which would alter and finally dissolve 
it. This enables us to recognise the importance 
of a wound of the capsule; changes of solution 
immediately occur in the crystallin in the vicinity 
of the wound, and neighbouring fibres are gradually 
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involved until usually the whole lens becomes ulti¬ 
mately opaque; here, then, we have another cause 
of lens opacity— traumatic . If the wound of the 
capsule be large, and the patient young, so that 
none of the fibres have got hard and shrivelled in 
the nucleus, all the fibres may finally be dissolved. 
We take advantage of this in the operation of dis¬ 
cission for congenital and other juvenile forms of 
cataract; we simply let the aqueous in and allow 
it to do its work, that work being the solution of 
the globulin of the lens. The more aqueous is 
admitted the more rapid is the solution, and we 
may have to repeat the incision of the capsule if 
we find that the effect of our first needling is 
too slow. 

You will find that cataracts are subdivided 
differently in different text-books, particularly 
according to the dates at which the books were 
written. For clinical purposes it is important that 
one should have an accurate classification, but a 
number of classifications have been made upon 
absolutely different methods, so that they 
have no true relationship to one another. 
For instance, one classification would depend 
on the period of life at which the cataracts first 
appeared, and they would be subdivided into con¬ 
genital, infantile , and senile. Another classifi¬ 
cation is based upon the diseased condition on 
which the cataract depends, and is subdivided 
into diabetic , secondary , etc. Again, you may find 
cataracts grouped according to the shape of the 
opacity, as striated , zonular , punctate , pyramidal , 
etc. But the outstanding facts of importance to 
everybody in connection with cataracts are, firstly, 
is the cataract likely to increase, so as to become 
total ? and, secondly, is the opacity such as inter¬ 
feres with useful sight? A great number of 
cataracts are total when first brought for treat¬ 
ment. We divide cataracts, broadly, into two 
classes: (a) t^hose that are complete , or tend to 
become so; and {b) partial and stationary . The 
first is by far the wider group, nearly all cataracts 
clinically belonging to it; it includes traumatic, 
senile, and usually congenital forms. The second 
group includes anterior polar, zonular, and, to a 
certain extent, posterior polar. You will notice 
that I have drawn a distinction between congenital 
and zonular cataract. Zonular cataract is certainly 
present in very early life, but it has never been 
found at birth, nor is there any reason to think it 


is present at this stage. Almost certainly it occurs 
within the first few months, or at any rate within 
the first one and a half years, of life, but it is not 
truly congenital. Moreover, zonular cataract is 
partial, whereas true congenital cataract is nearly 
always complete. Something has, in the latter 
case, interfered with the development of the whole 
lens before birth. Traumatic cataract is first par¬ 
tial, and the opacity gradually spreads until it has 
involved the whole. Senile cataract behaves simi¬ 
larly, though its progress may be very slow. 

Apart from these varieties of what are really 
true cataracts, there are other opacities that have 
been called false or capsular cataract. Any 
opacity that interferes with the perfect transpa¬ 
rency of the structures situated between the aque¬ 
ous and the vitreous humours constitutes a cataract 
in the wide acceptation of the term. Of course 
the lens occupies most of this space, and most of 
these opacities are lenticular cataracts ; but an 
opacity on the front surface of the anterior cap¬ 
sule would equally interfere with transparency, and 
constitutes an anterior capsular cataract. Similarly, 
an opacity on the vitreous surface of the posterior 
capsule, a comparatively common form, is known 
as a posterior capsular cataract. 

And now with regard to the treatment of some 
of these different forms of cataract. Suppose a 
patient, aged about 6o, comes to you complaining 
of failure of vision. On testing, you find that one 
eye has about half the normal vision, while with 
the other eye, vision is perfect. There seems 
nothing to account for the deterioration of vision 
in the defective eye. Dilate the pupil, and then 
you find, when looking from a distance of about 
fourteen inches with the ophthalmoscopic mirror 
alone, that the red fundus-reflex is visible every¬ 
where, but that in the centre it is much more 
dull than elsewhere—a general haze all over the 
centre, gradually thinning off towards the peri¬ 
phery. It may also be observed that at the 
i periphery of the lens there are a few black lines, 
| broadest towards the equator and getting thinper 
| towards the centre, and that some of these are 
Apparently well in front of the other central 
opacity. We have here, then, a nuclear haze, with 
a few peripheral striae, a common form of com¬ 
mencing senile cataract. As regards the formation 
of the striae I have already spoken; something 
I affects the cortical fibres, whereby they become 
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opaque in Hites which radiate from the centre, and j 
these lines are so disposed that the broadest part 
of the line is towatds the equator. If you think 
of what I hate Said with regard to the way in 
which the lens is nourished, you will be prepared 
for this, because the fluid first enters it at the 
equator, and if there be anything in the character 
of that fluid which is deleterious, then the tissues 
which would suffer most would be those by which 
the fluid is first imbibed, and the lines would be 
broadest at the equator. Supposing you have 
found such a condition, or a milder degree of it— 
that the whole lens is clear except one or two lines 
just commencing below. What would you say to 
that man of 6o? Remember, you have already 
done your duty in the way of ascertaining the 
cause of his loss of vision, and you are probably 
able to help him a great deal by ordering suitable 
glasses ; but if you tell him that he has got cataract, 
and that in all probability he will require an opera¬ 
tion in three or four years, you may alarm him very 
much, because there is a great popular dread of 
the word tf cataract^” which is considered to be 
almost synonymous with loss of sight. Therefore 
you should be very cautious indeed, and take care 
to know your patient before using the word. I 
should advise you generally to follow this course: if 
you think it will be a long time before the cataract 
will greatly interfere with vision, you may tell him 
there is something wrong, that it will not get any 
better, that it is not serious, and that it may be a 
iong time before it will inconvenience him, if it 
2ver does. But if he has got a medical attendant 
or a judicious friend, tell them what is amiss. 
If you do not thus save yourself, the patient may 
have an examination made by another practitioner, 
who will prdnounce it to be cataract, and youT 
desire to Save the feelings of the patient will be 
interpreted as ignorance regarding the nature of 
the affection. 

It does not do to be too sure that the cataract 
will ever affect vision so much as to necessitate 
operation. In one case, a relative of my own, 
where I watched cortical striated opacities for 
about sixteen years, there was enough vision to 
enable her to read with comparative ease until her 
death at the advanced age of 8o years. Another 
case I will 1 mention is this :—A gentleman who 
was then 6o or 64. years old, was seen by a 


Cataract, and that in all probability he would 
require operation four years later. He went out 
to Australia, and twenty years afterwards came 
home, when the surgeon who formerly had seen 
him was dead. I then found that he had ex¬ 
cellent vision, and that there were very small 
peripheral striae in his lenses. It is very necessary 
to remember the existence of such comparatively 
stationary senile cataracts. Many of these patients 
get into the hands of irregular practitioners, who 
exist in all countries. Perhaps such a patient 
goes abroad, to Germany we will say, and gets 
into the hands of an irregular oculist, who says 
he will remove the cataract by “solvent drops.” 
These drops are rather expensive and require to 
be frequently renewed, and repeated examinations 
seem to be necessary' so that the solution of the 
cataract may be watched ! I have seen some of 
these cases, and have found usually small peri¬ 
pheral striae, with fair central vision, the patients 
believing that the drops have cured the cataract 
without operation. It would have been well if 
such persons had never been told that they had 
cataract. 

If, however, there be a series of broad striae, 
you may be fairly certain that the centre will be 
involved before long. Then patients require 
advice to use the eyes in moderation for close 
work, and they should obtain any assistance that 
glasses can afford. They ought to be seen about 
a year after the first examination, an interval that 
will admit of a very good estimate of the extent of 
progress in that time. If a cataract has increased 
by any very definite amount in a year, you may be 
fairly sure that it will go on increasing at about the 
same rate for another year, and can therefore give 
a very just prognosis to your patient. But do not 
give a prognosis until you have made the Further 
inspection to which I have alluded. How do you 
know when. the cataract has become ripe for 
operation ? First, if there is cataract in both eyes, 
the patient Will tell you he can no longer see 
enough to enable him to find his way about, and 
wishes you to do something to help him. You 
must examine the activity of the pupil, the 
tension of the eyeball, and the visual acuity. 
The pupils should act well to light and the tension 
be normal. Vision is rarely so bad but that the 
patient can readily see the reflection from your 


celebrated London oculist, who told him he had 


hand (standing with his back to the light), and 

Digitized by Google 



TherClinioa.1 Journal.] 


MR, GUNN—CATARACT. 


[pot.*2Bv 1896. 


usually he can even count your fingers at spine 
inches at. least* Next test his visual field. The 
field of vision in a case of cataract is ascertained 
by what is called the projection method; you 
cannot take it by the perimeter. Seat the patient 
with his back towards the ophthalmoscope lamp, 
and, with a plane or a convex mirror, throw the 
light in from different parts of his field, taking 
care that the patient is always looking straight 
forwards. If he is able to perceive from what 
direction the light comes in all positions, his 
projection is good, and there is nothing serious 
behind complicating the cataract. On viewing 
the eye by daylight, you observe a light grey or 
whitish reflex from his pupil; by artificial light 
the ophthalmoscope shows a very feeble red 
fundus reflex, or, if the opacity be complete, none 
at all. Very commonly, when the cataract is 
quite mature, the opacity has a satiny lustre by 
daylight. 

As to the operation itself in mature senile 
cataract, you have to remove the opacity from the 
interior of the eye, with as little damage as pos¬ 
sible. You can get at the lens either through the 
patient’s pupil, by dilating it, or by removing a 
piece of the iris. How do you make the in¬ 
cision ? The usual method is, with a linear 
knife, to make a puncture and a counter¬ 
puncture on the same level, that level being 
about the top of the undilated pupil. In 
putting your knife across you must take great 
care that it does not get entangled in the iris. 
Then cut upwards, so that your incision will cor¬ 
respond as nearly as possible with the apparent 
sclero-corneal margin. The piece of cornea above 
is now a loose flap. Then you can either do | 
an iridectomy or you need not remove any of 
the iris. Under any circumstances you have next 
to go through the anterior capsule, so as to get i 
the lens out, and this is done with a capsulotome 
—a small curved knife with a very sharp point and 
fine cutting edge. Remember you have got to get 
the lens out of its capsule, and that it is a hard, 
cataractous lens ; therefore your incision in the 
capsule must be large enough. One form of opera- 


is what I have first mentioned, yiz« to. use ,thp 
capsulotome. 4 . . 

On being incised, the wound in the capsule gapes 
considerably* Then, by a little pressure with the 
curette on the lower part of the qornea,: moderately 
firm and continued, the lens soon presents at the 
corneal incision and comes away. The pressure 
applied should not be sufficient to make the lens 
jump out, as in this case vitreous will probably 
follow, and such a very sudden release of the 
ordinary intraocular tension might possibly cause 
intraocular haemorrhage. If you find the lens is 
inclined to stick, a little counter pressure exerted 
above the corneal incision will aid its extraction, 
provided that the wounds, in the capsule and in 
the cornea be sufficiently large. Remember that 
it is a comparatively easy operation; the great 
point is cleanliness, all your manipulations must 
be cleanly. The conjunctival sac must be washed 
out before you begin, and in everything you must 
carefully avoid using undue violence. 

There has been a great deal of discussion as to 
whether the operation should be done with or 
without iridectomy, and that discussion has become 
nearly an annual one. There are some who think 
a man is almost a criminal if he does iridectomy, 
while others think that the surgeon who omits is 
nearly as bad. The fact of the matter is that it is 
immaterial, either to the patient or to the surgeon, 
so long as a good result is obtained. The great 
object is to give your patient vision, and the method 
j which most effectually brings this about is the best 
operation. Statistics obtained by both sides I 
I believe give nearly identical results. Such results 
depend largely upon the particular surgeon, and 
the efficiency of his means against infection of the 
wound. 

I may rapidly pass in review the arguments on 
both sides. First, it is asserted that if iridectomy 
be not* performed the patient’s eye is left with 
practically no indication of a past operation. But 
it should be remembered that an elderly patient 
does not want a sightly eye, but a seeing eye, and 
he wants that vision preserved with as little risk to 
himself as possible. An argument against the anti¬ 


tion is to inqise -the capsule with the linear knife 
while making the corneal incision ; another is to 
introduce the linear knife into the capsule after 
having done an iridectomy, and cut the capsule 
along its upper margin. But the usual method 


iridectomists is the fact that the deformed part, 
where the coloboma is, is covered by the upper lid, 
so that really nobody would become aware of the 
operation without pulling up the upper eyelid, a 


course which is not common, even among friends. 
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I have said that it does not matter which course 
is followed, provided equal care as to asepsis be 
observed. This gives rise to the question, is it as 
easy to carry out asepsis in the one case as in the 
other ? I think not, and for this reason :—If you 
do an iridectomy, you cut a vascular tissue of the 
eye, which is exceedingly liable to be inflamed, and 
which is in direct connection with the ciliary body. 
Now, we know that, apart from chronic affections 
of the lachrymal sac, or from conjunctivitis, the 
human conjunctival sac is a wonderful ground for 
cultivating different kinds of micro-organisms. 
Occasionally a septic one gets in among the 
others. If there be a simple wound in the cornea, 
septic inflammation of the cornea sets in, and that 
wound does not heal by first intention. Whatever 
caTe be exercised, a few such cases will occur; the 
eyeball cannot be kept so aseptic as a wound on 
the arm. If you get sepsis in the corneal incision, 
and the iris has been recently cut also, purulent 
iritis will very probably supervene; this will spread to 
the ciliary body and cause cyclitis, and the vitreous 
will become purulent. Now, supposing you have 
not cut the iris, and that everything has gone 
nicely, you get the lens out and the iris goes 
back again. The corneal wound may be infected. 
If the iris has remained intact all the time, unless 
it has been greatly bruised during extrusion of the 
lens, there is no iritis. You may even have pus in 
the anterior chamber and not purulent iritis,— 
pus in the anterior chamber from the wound in 
the cornea itself. And the result may be fairly 
good. Unfortunately, in this operation the danger 
is that the iris has been so much bruised during 
the extrusion of the lens that iritis does occur. 
Therefore it comes to this:—It is dangerous to 
do iridectomy, on the whole, because of the 
liability to get the iris affected, but it is dangerous 
not to do iridectomy because of the liability to 
bruise the iris. One way out of the difficulty is 
to do the iridectomy two months or so before the 
extraction; the cicatrix in the iris is not so liable 
to be infected as a freshly cut surface, and bruising 
of the iris does not enter into the operation. I 
have mentioned one of the arguments against 
extraction without iridectomy. But there are 
others, and the chief one of all is the liability to 
prolapse of the upper limb of the iris some hours 
after the operation. 

In regard to other forms of complete cataract, 


where the nucleus has not been developed into a 
hard structure,—that is to say, cataract in persons 
under the age of 30,*-you can get rid of the opacity 
and get rid of the whole of the lens by the 
operation of discission and its consequences. 
After dilating the pupil, you put a cataract needle 
through the cornea and divide the capsule in order 
to let the aqueous freely into the lens. You may 
find in a day or two that a great deal of change has 
taken place; the substance of the lens has swollen 
up, and occasionally the tension of the eyeball will 
have increased in consequence. If the tension is 
much increased, you must try and remove the lens, 
and there will be but little difficulty in getting rid 
of most of it. Taking a broad needle, you puncture 
the cornea just within the sphincter edge of the 
dilated iris, and at the same time that you cut 
through the cornea see that the needle also goes 
into the capsule. After withdrawing the needle, 
squeeze gently on the opposite side of the cornea, 
and at the same time depress the outer lip of the 
corneal wound with a curette; soft adherent lens 
substance will now present at the wound and be 
extruded easily, though perhaps slowly. In the 
course of a few weeks, when the eye is quiet, 
you can tear through the capsule, or remove it with 
forceps. In young adults, instead of using this 
method, you may with advantage remove the 
cataract by an ordinary extraction without iridec¬ 
tomy. 

And now a few words on partial forms of 
cataract. In zonular or lamellar cataract the 
opacity, when examined by the ophthalmoscope 
mirror, appears to occupy the Centre of the lens, 
while the periphery is clear. On cutting through 
such a lens, however, it is found that the chief 
position of the opacity is in a zone running round 
the centre. From what I have said about the 
growth of the lens you will understand that such a 
zone would correspond with fibres developed during 
some definite comparatively short period of life. 
Now these cases of zonular cataract frequently 
exhibit defects in the formation of the enamel on 
certain permanent teeth—the first molars, incisors, 
and canines; so that structures anatomically 
very similar (enamel fibres and lens fibres) and 
identical in developmental origin (from invagina¬ 
tion of cuticular epiblast), are affected in these cases. 
Now the enamel organ of these permanent teeth is 
being built during very early life, and so also the 
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lens fibres near the. centre, and we are justified in 
assuming the existence of some common cause for 
the temporarily faulty formation of both sets of fibres, 
and the consequent association of the two clinical 
conditions. The nearer the lamellar opacity is to 
the centre of the lens, the earlier in life doubtless 
does the cause operate. It has also been observed 
that, in cases of lamellar cataract, we very com¬ 
monly get a history of infantile convulsions: it 
may be that this points to a defective nutrition in 
early life of another epiblastic formation, the cere¬ 
bral tissue. The density of ihe opacity varies greatly 
in cases of lamellar cataract; where it is not such 
as to interfere with education or with the desired 
mode of earning a livelihood, operative interference 
is unnecessary. If the density of the opacity is 
great, but its size small, dilatation of the pupil will 
often greatly improve vision; in such a case iridec¬ 
tomy may be preferred to a radical operation. But 
in all more decided cases, at least, it is necessary to 
remove the lens, and it is usual to do so by the 
discission method already described. 

If a small, e. g a pyramidal or a small lamellar 
cataract is just in the axis of vision, so that 
the patient cannot see what he looks directly at, 
an iridectomy is usually indicated, and its position 
should be made to depend on the individual re¬ 
quirements, the most useful being downwards and 
inwards, for reading or any such work, and out¬ 
wards for guidance in walking. 

I should like to say something further regard¬ 
ing the aetiology of cataract, but time does not 
admit 

[Cases demonstrating all the usual varieties of 
cataract were then shown, and were examined by 
daylight and by artificial light.] 
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irritation, secondary new growths, syphilis, or 
tubercle, being difficult to diagnose, are fre¬ 
quently spoken of as lymphadenoma. Accord¬ 
ingly this term is often used in a somewhat vague 
manner. It is important from a clinico-patho- 
logical point of view to realise what should and 
what should not be included under the term 
lymphadenoma, and to distinguish this affection 
from lymphosarcoma, with which it is so often 
confused. In what follows a somewhat dogmatic 
line will therefore be taken, and no attention will 
be paid to any transitional forms existing between 
the conditions to be defined. 

The word lymphoma , or tumour composed of 
lymphoid tissue, is a more convenient clinical 
than pathological term, and may therefore with 
advantage be employed in describing a swelling 
or tumour, presumably composed of lymphoid 
tissue, but the nature of which is by no means 
clear. By such a word no definite opinion is 
given as to its strict pathological structure or 
nature, such as is implied when the terms lymph¬ 
adenoma and lympho-sarcoma are used. 

Lymphadenoma or Hodgkin’s Disease. 

This disease is a special affection of the lymphoid 
tissue throughout the body; it may be universal, 
or partial, affecting only certain groups of lymphatic 
glands. It often appears to begin as the result 
of irritation—for example, its starting-point may 
be enlargement of the cervical glands, secondary 
to otorrhcea or a carious tooth; often the more 
superficial glands, such as the cervical, axillary, 
and inguinal are chiefly enlarged, whilst at other 
times the glands in connection with the alimentary 
tract, or those in the thorax at the bifurcation of 
the trachea, are chiefly, perhaps exclusively, 
affected. The disease may be divided into two 
categories—the acute and the chronic. The acute 
form sometimes supervenes on the chronic, much 
as general tuberculosis may succeed a chronic 
tuberculous infection. As in tubercle, so in lymph¬ 
adenoma, the first outbreak of the disease being 
local may become quiescent, and for a time 
remain apparently arrested, but may eventually 
become generalised, and rapidly lead to a fatal 
issue. 


The enlargements of lymphatic glands which are 
not due to manifest peripheral infection or 


Acute or Soft Lymphadenoma. 


Anatomically the glands are swollen, soft, and 
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dn sectioii uniformly pink or speckled with 
'haemorrhagic points. The glands remain distinct; 
there is no periadenitis; an<± in this tyay the 
rapid enlargement of glands in acute lymph- 
'adenoma may be clinically distiriguished from 
acute adenitis. In inflammation there is always, 
or nearly always, after a short time a certain 
amount of periadenitis, which masses the separate 
glands into a packet. This holds good ndt only 
in simple adenitis but also in the tuberculous form. 

As already stated; the lymphatic glands in lymph- 
adenoma all over the body may be affected. Some¬ 
times the tonsils may be so enlarged that, meeting 
in the middle line and rubbing against each other, 
they give rise to an appearance much like acute 
tonsillitis. The enlarged glands elsewhere may give 
rise to pressure symptoms—oedema of the limbs 
•or effusions into serous cavities from pressure on 
veins and lymphatics, dyspnoea from pressure on the 
trachea or bronchi, and, rarely, dysphagia from pres¬ 
sure on the oesophagus ; pressure on the recurrent 
laryngeal nerves will cause first abductor paralysis, 
and perhaps later a mpre general loss of muscular 
power in the larynx. Structurally the glands show 
extreme hyperplasia; the normal appearance of 
the gland microscopically being somewhat ob¬ 
scured by the excess of small round cells. The im¬ 
portant point is that the growth does not spread 
out of one gland into another, or into the adjacent 
tissues; the glands become enlarged, but are 
self-contained. This is the criterion between lymph- 
adenoma on the one hand, and glandular en¬ 
largement due to sarcoma or carcinoma on the 
other. There is some degree of anfemia, the 
blood presenting a diminution both in the cor¬ 
puscular count and in the haemoglobin; but there 
is no specific or characteristic change in the blood— 
and this, as will be seen, enables one to distinguish 
between lymphadenoma and lymphatic leuchaemia. 

Clinically the temperature is raised, and is often 
of such a hectic character as to suggest that 
suppuration is taking place in some inaccessible 
part of the body. The fever in Hodgkin’s disease 
is probably the result of a poison which has very 
intimate associations with the glandular changes, 
either giving rise to the glandular enlargement, or 
being manufactured there. 

Chronic or Hard'Lymphadenoma. 

The enlarged glands remain for a long time 


distinct and firm, and only in the late stage run 
together, so as to form the packet of glands. The 
spleen is enlarged, but not to such an extent as in 
leuchaemia. On section the spleen may present 
the characteristic appearance known as. the “ hard¬ 
bake” spleen, which consists in a number of white 
masses embedded in a pink background. These 
white masses are composed microscopically of pig¬ 
mented fibrous tissue; and occupy the position of 
the Malpighian bodies. Their presence is, at least 
in my experience, rare. They are often simulated 
by tuberculous masses, which are sometimes met 
with in the spleen, more especially of children and 
of animals. Caseating tuberculous material before 
it has softened down cuts with a firm section, and 
when occurring in the spleen resembles exactly 
to the naked eye the hardbake spleen of lymph- 
adenoma. When the caseous material has softened 
down, in the centre there is, of course, no difficulty 
in at once distinguishing between the two; but 
before softening has taken place the two are so 
alike that a microscopic examination is required. 
Personally I have several times been sure that I 
had to deal with a hardbake spleen until micro¬ 
scopic examination showed that it was tuberculous. 
From anaemic infarcts the hardbake nodules on a 
lymphadenomatous spleen may be distinguished 
by their occurrence on the substance of the organ, 
while infarcts always abut on the surface of the 
spleen. The enlargement of the lymphatic glands 
shows an appearance much like that of chronic 
inflammation. Histologically there is an increase 
in the endothelial cells and in the fibrous tra¬ 
beculae. Lymphadenomatous glands can be dis¬ 
tinguished from tuberculous by the absence of 
caseation. Caseation rarely if ever occurs in lymph- 
adenoma, and to the naked eye its occurrence 
should at once suggest tuberculosis. Clinically 
there is often a very close resemblance between 
lymphadenomatous and tuberculous glands in 
their earlier stages. From examination of numerous 
glands after removal the impression is growing in 
my mind that lymphadenoma is more often 
diagnosed than proved to exist, that it is a rarer 
disease than is generally thought, and that except 
in marked or advanced cases of glandular enlarge¬ 
ment, lymphadenoma should clinically be diagnosed 
with great caution. Although lymphadenoma is a 
disease of the lymphatic system as a whole, it is 
not entirely confined to it, and in cases otherwise 
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perfectly typical, lymphadenotnatous nodules occur the group of the’infective granulomata, it would 


in the kidneys, liver, and lungs, in situations where 
there is very little normal lymphoid tissue. This 
fact renders it a little difficult to distinguish at 
first sight between lymphadenoma and some cases 
of multiple generalised sarcoma; but as stated 
before, the great distinction befween lymph- 
adenoma and sarcoma is that in 1 th6 former the 
growth does not infiltrate the tissues around or 
spread out of the affected glands. Besides the 
simple anaemia occurring in lymphadenoma, there 
may, when there is fever, as there so often is, bean 
accompanying leucocytosis, or an increase in the 
number of the polynuclear 'leucocytes'nofmdlly 
present in the blood, r It; is; important to draw a 
sharp distinction between lymphadenoma com¬ 
plicated with leucocytosis and leuchaemia. There 
are two forms of leuchaemia: (1) the spleno- 
medullary, in which the spleen and marrow of the 
bone are affected, and in it the increased number 
of leucocytes is brought about by the addition of 
corpuscles not met with in the Blood normally, 
viz. the large marrow cells or myelocytes and 
the nucleated red blood-corpuscles. Nucleated 
red blood-corpuscles are, it is true, met with 
in cases of pernicious anaemia, but the pre¬ 
sence of the large marrow cells is characteristic 
of spleno-medullary leuchaemia; (2) lymphatic 
leuchaemia, in which the spleen is little if at all 
enlarged, and in which the lymphatic glands all 
over the body are enlarged ; the glands are soft 
and, as in lymphadenoma, remain distinct; the 
blood shows a very considerable increase in the 
number of the lymphocytes, but not in the poly¬ 
nuclear leucocytes, which are almost exclusively 
increased in number in leucocytosis. The dia¬ 
gnosis, then, between a case of lymphatic leuchaemia 
and one of lymphadenoma would largely depend 
upon the microscopic appearances of the blood; 
and be it noted not merely on the numerical 
increase of the leucocytes, but on the form of the 
leucocytes present—not on quantity alontf, but on 
quality and quantity. Probably for want of this 
distinction between the kinds of leucocyte present, 
many cases of Hodgkin’s disease, complicated with 
leuchaemia, have been described; but apart from 
this they are probably transitional cases. 

As to the cause of lymphadenoma we do not 
know very much, but from its resemblance to in¬ 
flammatory conditions, especially the members of 


appear probable "that it is due either to the 
presence of some as yet undiscovered* micro- 
otgartism or to sortie poison. Dreschfeld* in an 
article on acute Hodgkin’s disease, exafcnined for, 
but whs-unable to establish/the presence of any 
rtiicrb-orgartism. Sperfcerf is inclined to regard it 
as not necessarily due' to micro-organisrris, but to 
a poison, and considers that the remedial-action 
of arsenic is rather in faVoilr of-this view. - Lymph- 
adenomatous growths as a rule react remarkably 
well to the administration of arsenic, and rapidly 
diminish in size. If the drug is theft* remitted the 
growths recur. The diagnosis^ between lymph¬ 
adenoma and generalised safcdifia may in a case of 
doubt be made by giving arsenic. lit general 
sarcomatosis it has, of course, no* effect, whereas it 
often, though by no means always, has a very 
distinct beneficial influence in lymphadenoma. 
It thus appears that arsenic may counteract the 
poison which by its irritation gives rise to lymph- 
adenomatous growths. 

Lymphosarcoma. 

Lymphosarcoma is a special form of sarcoma, 
and is recognised by its microscopic structure. 
The term should not be employed as being 
synonymous with lymphadenoma. It is a small 
round celled sarcoma, which contains in addition 
a very fine reticulum like that met with in lymphoid 
tissue ; hence the terra lympho-sarcoma. Clinically 
it behaves like a sarcoma ; starting in any one 
situation, it infiltrates and destroys the tissues 
around. It may begin in the lymphatic glands, 
and is said often to do so in the glands at the 
bifurcation of the trachea; but it may originate 
elsewhere. This term, besides being loosely used 
as a synonym for lymphadenoma, is sometimes 
used to describe a sarcoma which originates in a 
lymphatic gland; but it is best to confine the term 
lymphosarcoma to a growth having the definite 
histological structure described above. 

Lymphatic Gjiaad Sarcoma. 

Sarcoma may start from the component tissues of 
a lymphatic gland, and then eat its way through the 
gland into the tissues around, behaving as sarcoma 
does in any other situation. Various forms of 

* 4 Brit. Med. Journ./ 1892/ vol. i, p. 893. 
t Ibid., 1896, vol. i, p. 133. 
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s&rcoma may start in the lymphatic glands, and 
perhaps the commonest is the spindle-celled 
sarcoma. There is a peculiarity about sarcoma 
starting in the lymphatic system, and it is that the 
secondary growths spread by the lymphatics, and 
not, as is otherwise the rule with sarcoma, by the 
blood-vessels. For example, sarcoma of the tonsil 
produces secondary growth in the lymphatic 
glands. 

Secondary carcinomatous growths in superficial 
lymphatic glands may be the only outward sign or 
symptom of a primary growth of some internal 
organ, and this is perhaps most frequently the case 
with squamous-celled carcinoma of the lower end 
of the pharynx or of the oesophagus, which has re¬ 
mained latent. Carcinoma, of course, never occurs 
. in lymphatic glands except as the result of a primary 
growth in an organ or tissue containing epithelium. 
Mr. Butlin* has, however, drawn attention to the 
exceptional occurrence of what seems at first sight 
almost paradoxical, viz. secondary growths with¬ 
out any primary growth. This is sometimes met 
with in sweeps, in whom the scrotum, though 
mechanically irritated by the soot, presents no 
primary growth, while a typically secondary 
squamous-celled carcinomatous growth is met 
with in the inguinal glands. The scrotum itself 
is particularly resistent to the development of 
carcinoma ; but in these cases of carcinoma in 
the inguinal lymphatic glands without any primary 
growth, it has acted as the means of transmitting 
the cause of carcinoma, whether that be prolifer¬ 
ating epithelial cells containing some parasite or 
a parasite alone, from the skin to the lymphatic 
glands. 

. Secondary carcinoma in lymphatic glands, like 
sarcoma in the same situation, only in a more 
marked degree, eats its way through the capsule 
of the gland into the neighbouring glands and sur¬ 
rounding tissues, which .become infiltrated and 
form a large hard tumour, eventually involving 
and ulcerating through the skin. 

In conclusion, much of the confusion which exists 
between lymphadenoma and lymphosarcoma, lym¬ 
phatic glands sarcoma, and leuchaemia, depends 
on a somewhat loose use of the terms. Lymph- 
adenoma we have defined as being a special disease 
of the lymphatic tissue all over the body, which 
may be acute or may be chronic, but which differs 
* ‘ Brit. Med. Journ.,’ June 25th, 1892. 


from sarcoma in not infiltrating the tissues around, 
as well as in its histological structure. 

Lymphosarcoma should be confined to a 
sarcoma having a definite histological structure, 
and is therefore a pathological and not a clinical 
term. 

Leuchaemia depends for its diagnosis on a 
microscopical examination of the blood, which 
must include a differentiation of the form of leuco¬ 
cytes present. 


CONSULTATION AT ST. GEORGE’S 
HOSPITAL. 


Operation for Umbilical Hernia. 

Mr. Bennett : This is a case of a young working 
woman with an umbilical hernia. The hernia is 
constantly on the point of becoming strangulated, 
she is frequently seized with acute pain and is 
obliged to lie up. She is, therefore, in continual 
danger, more or less. The hernia is not very large, 
but is dangerous, because at times some bowel 
comes down into the sac. She has the pendulous 
condition of the parietes so often seen in this class 
of case, although the hernia itself is not particularly 
large. The girl is anxious to be able to work, 
and I thought it right to propose to open the sac 
and to remove as much of the omentum as pos¬ 
sible, and then bring together the edges of the 
hernial orifice as in an abdominal section. It is one 
of those cases in which I think a belt or an umbi¬ 
lical truss would not be of much good, so I propose 
to do a so-called radical cure. This will remove 
the sac and obliterate the hernial orifice for a time, 
but how long the benefit will last is, of course, 
another question, and a well-fitting belt must be 
worn continually after the operation. 

Mr. Marmaduke Sheild : I should in this case 
do a radical cure, I should divide any constricting 
bands and remove the omentum freely. Free 
removal of the omentum is the secret of success in 
this operation, and it is a case in my opinion 
suitable for operation. 

Mr. Turner : In my opinion it is a case for 
operation; there is no reason why the woman 
should not be cured of the rupture. By the 
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removal of the omentum there would be more 
abdominal space available. 

Renal Disease—Exploratory Incision. 

Mr. Marmaduke Sheild: This is a man, set. 
43, who for about three months has had a great 
deal of pain in the left lumbar region. There is 
presented here almost a typical case of renal 
mischief—pains down the back, darting down 
to the testicle and to the thigh; there is also 
pain in the loin on pressure. The urine is 
sometimes red with blood, and now contains a 
considerable amount of pus. The question is, are 
the symptoms severe enough to justify an explora¬ 
tion of the kidney, excluding cancerous or tuber¬ 
culous mischief? The man gives a distinct history 
of passing blood, and this on the onset of the first 
attack. The pains are now better after rest, which 
certainly points to kidney trouble. 

Mr. Turner : I suppose the right course in this 
case would be to do an exploratory incision ; but 
before making the exploratory incision you should 
be quite sure that there is nothing wrong with the 
bladder. I should myself sound the bladder and 
make quite certain of that fact. 

Mr. Marmaduke Sheild : The pain is so very 
definitely in the loin that I naturally thought of the 
kidney more especially, though the possible vesical 
origin of the symptoms must also be considered. 

Mr. Turner : I have seen cases turn out vesical 
which were considered renal, and vesical cases 
turn out renal. I think from the history that it 
would be better to make an exploratory incision. 

Mr. Bennett : I should explore the kidney. 
Taking into consideration the contractive rigidity 
of the muscles, and the feeling of pain on pressure, 
I think we should do more harm by not exploring 
in this case than by exploring. It is in the early 
stage of these cases that we can do most good by 
operation. 

Epithelioma of the Tongue. 

Mr. Dent : In this man, about 45 years 6f age, 
there is a large mass of glands apparently very 
moveable in the neck, but undoubtedly infiltrating 
deeply. There are no glands to be felt on the left 
side of the neck. The jaw is not implicated; the 
growth extends down the palato glossus, and there 
is induration on the palate right away at the back. 
I cannot get below the growth. The patient has 


noticed the growth for some months. I brought 
him up here to the consultation because it appeared 
to me to be a case in which surgery will not do 
much good. I do not believe that an operation 
would prolong his life or diminish his suffering. 
My own opinion is that, considering the extent of 
the growth and the mass of glands in the neck, and 
the probability that this mass is adherent to the 
jugular vein, the case should not be operated on. 
The prognosis is almost always unfavorable, and I 
do not think I should get all the disease away 
without exposing the man to a tremendous risk. 

Mr. Marmaduke Sheild : There is a point for 
consideration about this man’s case, the mass of 
supposed glands in the neck fluctuates so distinctly 
that there might be a cyst in the submaxillary 
gland from blocking of the duct by the growth. 
The mass certainly fluctuates. There may be 
an abscess in the glands, though of epithelio- 
matous origin. I think that if this man suffers 
very much I should be tempted to do some¬ 
thing for the relief of the pain; you might 
remove part of the ramus of the jaw, ligature the 
external carotid, and cut away the affected part 
of the floor of the mouth. It would be a relief to 
the man, and it is by no means such an extremely 
dangerous operation as generally supposed > but if 
the man was suffering very much from the growth, 
and was desirous of being relieved from the pain, 
I should operate for that purpose. It is not an 
operation I should urge upon a patient, or should 
be anxious to do myself, but we have to recollect 
that death from great fungating masses of epithelio- 
matous degeneration in the mouth is so very dread¬ 
ful that it almost justifies any operation. At the 
same time, I wish to make myself quite clear that 
I do not in any way look upon this as a case for 
operation, except as a very last resort. 

Mr. Turner : I agree with what Mr. Sheild has 
said; ligature of the carotid, removal of the ramus 
of the jaw, and clearing out of the floor of the 
mouth is what Mr. Sheild proposes, but further, it 
must be remembered that the growth is on the hard 
palate, and you would have to remove part of the 
upper jaw as well, and that makes the operation so 
extensive that I should say, under the circum¬ 
stances, the operation should be deferred unless 
the man is suffering very great pain indeed, and 
unless that was so I do not think I should 


recommend an operation. 
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’ Mr.. Bennett: In my opinion, considering the 
distribution of the disease, which, is very extensive, 
this case is beyond the scope of operative inter¬ 
ference, As a mechanical performance, of course, 
.the removal of the disease is possible, but probably 
it would be got away only at the immediate risk 
of the patient’s life. Any operation ■ here in my 
opinion is unjustifiable, therefore I am opposed 
.to it. < 

Dislocation of the Elbow. 

Mr. Turner : This case that I bring before you 
now is that of a young woman who about ten weeks 
ago fell out of a trap, and was then treated for the 
injury to her elbow. The dislocation of the elbow 
is outwards and backwards, and being of ten weeks 
standing I think it right and proper to put her 
under an anaesthetic to see if we could relieve the 
malposition. I think that there is a possibility 
that an attempt to replace the bones might be 
successful. 

Mr. Bennett : Supposing you fail to reduce the 
dislocation under an anaesthetic, what are you 
going to do then ? 

Mr. Turner: That is a point that I have 
brought the case up for to discuss. 

Mr. Marmaduke Sheild : The first point we 
ought to note is that the skiagraph has made this 
case very clear; if we had not the skiagraph we 
should none of us have seen what was the nature of 
the injury that has been received here. As regards 
the treatment of old luxations of the elbow, it is 
found that they are most obstinate to reduce, 
and it is very seldom you reduce a dislocation 
after six weeks. Supposing you got it back again 
to its place you would consider yourself very 
fortunate ; however, if it is not possible, the elbow- 
joint could be excised; I do not believe in cutting 
down and wiring the bones together, I think you 
would have so many inflammatory adhesions that 
anchylosis would follow. My own opinion is that 
if the patient is satisfied with a fairly useful arm 
that it should be left alone. If she wants more 
mobility then the elbow-joint could be excised. 

Mr. Dent : I do not myself think it is probable 
after ten weeks that Mr. Turner will succeed in 
reducing this dislocation] In the course of time 
you might photograph again if you think you have 
succeeded in reducing the dislocation. Anyway, 
if you left the case completely alone she would 


get a fairly useful limb. If you failed to reduce 
the dislocation, I think the limb ought to be left 
for a time. I do not think it would be right to 
cut down' VSh if ! r lf you tiff &bwh 1 bn the 

joint you must perform an excision, aud I think 
that it would be better to do that at a subsequent 
time than immediately after forcible attempts at 
reduction. It is quite true that the arm will be 
fairly useful if you' leave this dislocation in its 
present condition, but you get such a useful joint 
after excision that the woman would be well 
advised to have it done. 

Mr. Bennett : I do not think myself that the 
reduction is probable after ten weeks. If the dislo¬ 
cation is not reducible it will depend upon the 
patient as to what shall be done* Considering 
the position in life in which she is, she will pro¬ 
bably have to do a good deal of manual work. 
There is no doubt that the arm in its present 
condition if left alone would give her a good and 
strong limb, but there would be limitation in its 
range of movement. The question is, is it better 
for her to have a strong arm limited in movement, 
or an arm much freer in its movements at the 
elbow and not quite so strong? I should say 
myself that she would be better if she had an arm 
which is strong with a limited movement; I should 
therefore leave the arm alone. That is, of course, 
if she does not develop pain or inflammation in 
the joint, in which case, of course, an excision may 
be desirable. 

Mr. Turner: I shall put the patient under an 
anaesthetic, and if I fail in reducing the dislocation 
I shall leave her till the effects of the attempt have 
passed off before operating. 


Xeroform. —This is a tribromphenol bismuth , 
intended to replace iodoform, and having the same 
indications and the same method of administration 


as this drtig; Heu 3 s‘ finds that if^s riot toxic, not 
irritating to the skin or mucous membranes, and 
is without taste or cdour. It possesses the com¬ 
bined properties of phenol and bismuth; being 
bactericidal, antiputrid, and a moderator of the 
secretions, it is valuable not only as an intestinal 
antiseptic, but as a topical application-for wounds, 
the cicatrization of which it favours* 

Therap. Monatshefte. 
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LECTURE 

ON 

A FEW CLINICAL FEATURES IN 
CHILDREN. 

By J. BLUMFELD, M.B., B.C., 

Resident Medical Officer, North-Eastefn Hospital fo'f 
Children. < 


Gentlemen, —It is useful as well as most agreeable 
to take very occasionally a superficial view of any 
subject upon which you may be engaged, in order 
that a few observations, easily made, may lead you 
to reflection and the need for closer observation. 
Such a surface-study we will make this afternoon 
of a few cases in a children’s medical ward. 
Slowly passing the beds, we shall notice the most 
prominent symptoms of their little occupants, and 
contrast them, perhaps, with those we see in adults 
similarly affected. 

Lobar pneumonia .—Here then, lying curled on 
his side, unconscious, but not truly sleeping, with 
dull flushed cheeks, bluish lips, and hot dry skin, is 
a boy of io, the subject of lobar pneumonia, which 
began two days ago. Go to examine him, and you 
will find that he resents any disturbance with 
considerable evidence of irritation. The acute 
poisoning of lobar pneumonia produces in children 
a condition that reminds one a little of that 
described as cerebral irritation. The patients are 
quieter and more torpid than adults with the same 
affection, but they,are very irritable when roused* 
Perhaps this drowsiness of children with pneu¬ 
monia, which keeps them in a condition that is at 
least allied with that of sleep, should be regarded 
in .association with the almost invariably favorable 
result of this disease in the young, and contrasted 
with the restless fervid condition of cases in adult 
life, some of which end fatally. The onset of 
lobar pneuiponia i q children,is mosj.^ommpnly 
marked by vomiting. Physical signs are often 
late to develop and may never appear, although in 
such c^ses the *course of. the temperature* the 
history of the attack, and the appearances of the 
child, usually leave the diagnosis in no. doubt} 
Sometimes there is soon after the beginning of the 
attack profuse diarrhoea* and this may add not a 
little to the difficulty of.e^rly diagnosis,; which may 


lie for one or two days between enteric fever and 
pneumonia. For the former disease has occa¬ 
sionally an almost sudden onset in children.* 
Such difficulty will not last more than one or two 
days, after which time the diarrhoea will probably 
have stopped, while an Outbreak of labial herpes or 
signs developed in the chest assert the nature of 
the case. The typical fine crepitation so generally 
heard in adults with pneumonia is often absent in 
children. It is well to remark that lobar pneu* 
monia is a common disease in childhood, for 
students impressed with the peculiar incidence of 
broncho-pneumonia upon the young are apt to 
exclude the former affection from their nosology 
of childhood. A larger proportion of the cases of 
lobar pneumonia in children than in adults are of 
the apical variety. The dulness due to pneumonic 
consolidation is often more persistent than is 
expected, and so long as this physical sign is 
present the possible event of empyema must 
alwavs be before our minds. You will often in a 
children’s hospital watch cases illustrative of the 
theory that every empyema is preceded by lung 
inflammation. In such a case the crisis of a 
pneumonia let us suppose has passed, and the 
child appears to be convalescent with a normal 
temperature. But the dulness persists from day 
to day, and then, perhaps a couple of weeks from 
the day when the temperature reached normal, it 
begins to rise nightly to over ioo°. You will not 
let this go on for many days before yOu insert a 
good sized exploring needle into the dull area, when 
your withdrawal of pus will be soon followed by 
operation, and probably sound recovery. Besides 
the difficulty of diagnosis that I have mentioned, 
you may be in doubt during the early days of a 
lobar pneumonia, whether or not you have to deal 
with acute tuberculosis of the portion of lung 
affected; the course of thfe temperature usually 
settles this question. And similarly, the course bf 
events just described, where persistent dulness is 
accompanied by rise of the temperature, might 
indicate the development of tubercle. The ques¬ 
tion of diagnosis of pulmonary tubercle is, however, 
more often to be raised in the clafcs of Cases 
illustrated by our next patient. . • - j 

Broncho-pneumonias —Here you see an infant 
suffering from broncho-jhieumOnia, and you j at 
once: notice great difference between this and the 
last patient. In fact, their two diseases are mdrfei 
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alike in name than in almost any other respect. 
In this child the things that at once arrest your 
attention are the great rapidity of breathing, 
8 o to the minute is common—the pallid face, 
the child’s restlessness, and its obvious difficulty 
in breathing; very different from the lobar pneu¬ 
monia, in which there is never any real dyspnoea, 
though the pain of breathing may cause some 
resemblance to it. The recession of the lower part 
of the chest in a marked case of broncho¬ 
pneumonia has before now caused the trachea to 
be opened with the idea that there was diphtheritic 
laryngeal obstruction. Broncho-pneumonia is a 
disease the event of which is often surprising, 
for these infants with their pale faces, panting 
sunken chests, and restless tossing from side to 
side, make recovery look impossible. Yet those 
that appear most hopeless not seldom recover, and 
occasionally, too, when their illness is complicated 
by rickets, an association which, as you know, adds 
greatly both to the liability to, and the danger 
from broncho-pneumonia. Nevertheless, broncho¬ 
pneumonia is, of course, a frequently fatal disease 
in early childhood, and in a totally different 
category in this respect from lobar pneumonia. 
Most cases occur before four years of age. The 
onset in this disease appears, too, sometimes to be 
almost sudden. 

Rickets .—Of rickets you see here a marked 
example. Besides the striking chest deformity 
and big belly, notice the dull yellow colour and 
looseness of the infant’s skin, its large pupils and 
thin hair, its very apathetic manner, and the 
eruption of small purpuric spots scantily dotted 
over its trunk, limbs, face, and scalp. These spots 
will make you think about the condition known as 
scurvy-rickets, with its more extensive haemorrhages. 
Whether retinal haemorrhages corresponding with 
these spots in the skin have been seen I do not 
know; personally, I have looked for them in vain. 
The purpuric eruption is present usually in cases 
only where the rickets is very pronounced. 

Diphtheritic paralysis .—Our next case is one of 
diphtheritic paralysis, and shows this in its com¬ 
monest situations, the ciliary muscle of the eyes 
and the palate. There is only slight weakness of 
the legs, and the knee-jerks are present. The 
latter fact, persistence of knee-jerks during diph¬ 
theritic paralysis, has been several times lately 
pointed out in cases here under Dr. James 


Taylor’s care. There were a short time ago side 
by side here, a brother and sister who had had 
diphtheria within a few days of each other five 
weeks before admission. In the boy there was 
paralysis of accommodation and slightly nasal 
voice, and in the girl very nasal voice and regurgi¬ 
tation of fluids ; neither of them had loss of knee- 
jerk. Retention of knee-jerk, therefore, must not 
allow you to put aside the likelihood of paralysis 
in a case of diphtheria. With regard to the ciliary 
paralysis, remember that absence of impairment of 
sight does not necessarily mean absence of paralysis, 
for if the child is so myopic as to need no accom¬ 
modation, sight is unaffected. For, in any case, it 
is only the near vision that suffers. The case 
before us exhibits what is also an extremely 
common temporary sequel of diphtheria, some 
irregularity and weakness of the heart’s action. 
You know that some cases of diptheria die after 
the acute stage from heart affection; such cases, 
however, are comparatively rare, whereas irregu¬ 
larity and weakness, such as you notice here, is 
present in a very large proportion. A symptom 
of very bad import in a child recovering from 
diphtheria is vomiting due to no obvious cause. 
It is one of the ways in which death begins in 
those cases of fatal heart affection. If a child, 
after diphtheria, vomits one day from no apparent 
cause, and again more frequently the next day, the 
chances are that the vomiting will become much 
more frequent and absolutely uncontrollable, that 
the heart will beat with remarkable rapidity and 
some irregularity, and that death will ensue. It is 
rational to attribute both the vomiting and the 
heart’s affection to influence of the diphtheritic 
poison upon the vagus nerve. Serious cardiac 
affection may be shown first by retardation, which 
only later gives way to extreme rapidity of action. 


THERAPEUTICAL NOTES, &c. 


Gastric, Intestinal, and Reotal Haemor¬ 
rhage. —Dr. Manley says that while bleeding 
through the anus is in a general way not to be 
viewed with the same alarm as that Coming from 
the lungs or stomach, when the haemorrhage is 
considerable in quantity or persistent it should 
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not be viewed with indifference. The effects upon 
the stomach are quite invariably emetic; upon the 
bowels, purgative. Pathological lesions which 
open the way for gastric haemorrhage are simple 
ulceration, tuberculosis, or cancer. It is a common 
clinical observation that large gastric haemorrhage 
is common among females at puberty and the 
menopause, and is rarely fatal. Per contra ,, such 
haemorrhage is extremely rare, and also of very 
serious import in a male, excepting that type of 
haemoptysis so general among hard drinkers. In 
the case of a female, preceding these large 
haemorrhages there is usually a period of indiges- 
tion, anaemia, and loss of strength. Recovery 
seems to be complete. If the cardinal lesion in 
these cases is tuberculous ulceration, the bleeding 
would seem to be a specific. Malignant disease of 
the stomach is rarely attended by large bleeding. 
In young men of good habits, sudden or repeated 
gastric haemorrhage is a most suggestive sign of 
sarcoma. In the incipient stage of this disease 
the most pronounced symptom is a severe anaemia, 
with rapid wasting of flesh. It is only when the 
disease advances upward and reaches the perito¬ 
neum that suffering begins. Hence it is that 
cancer of the viscera becomes recognisable only 
when it has advanced so far that relief by operation 
is out of the question. Sarcoma of the 9tomach 
is widespread, and is unlike malignant epithelial 
infiltration (which primarily almost invariably 
attacks the pylorus); bleeding from the intestine— 
as in the course of typhoid—is manifest only when 
evidence of mortal exsanguination, or a state close 
to it, is apparent; deep shock, collapse, and syn¬ 
cope, all appear in rapid succession. Tuberculous 
ulceration, though common enough, rarely gives 
rise to haemorrhage. Malignant disease of the 
small intestine is rare as a primary affection. 
Haemorrhage, except at the rectal terminus of the 
large intestine, is uncommon, if we exclude dysen¬ 
teric ulceration. As a symptom of surgical lesion 
it is found in cases of invagination in young chil¬ 
dren. Any type of ulceration may give rise to 
bleeding, though this part of the alimentary canal, 
being devoid of lacteals or peptic glands, is the 
least vascular. 

Traumatic haemorrhage of the colon is extremely 
rare. When it occurs the blood is ejected in con¬ 
siderable amount undigested and imperfectly coa¬ 
gulated. The colon is so placed that it is well 


protected against the effect of traumatism. Rectal 
and anal haemorrhages usually occur from areas 
close to the verge. By digital examination it is 
possible to reach into the rectum as far as the 
insertion of the peritoneal coating or the beginning 
of the sigmoid flexure. This marks the utmost 
limit of direct surgical manipulation. Among 
predisposing causes of anal and rectal haemorrhage 
are: the mechanical impediment to circulation 
peculiar to this situation, the almost vertical 
direction of the efferent vessels in the standing 
position, the absence of valves, and the irregular 
habits of life among human beings—for it does 
not appear that rectal disease is anything other 
than very rare in the lower animals. The most 
common cause is a haemorrhoidal or varicose state 
of the vessels about the anal verge. Tuberculous, 
next to simple, ulceration of haemorrhoidal walls is 
the most prolific cause of exhausting haemorrhage 
from the anus. Cancer ranks third in frequency. 
Cancer of the rectum, like the visceral type else¬ 
where, is not very painful in the beginning, and, 
with unusual exceptions, large or frequent haemor¬ 
rhage is not present even when the disease is 
making most rapid headway, and is spreading into 
contiguous parts. The immediate cause of 
haemorrhage from the anus is through straining at 
stool, when a thin-walled, widely distended tumour 
ruptures. Arterial papillomata of the rectum are 
not uncommon causes of most exhausting deple¬ 
tions. In these cases the mucous membrane of 
the rectum investing the external sphincter is 
studded with minute raspberry papillae, which are 
apparently devoid of an epithelial investment, and 
bleed on the least irritation. Operative bleeding 
from the rectum is a most serious complication in 
those whose general health is enfeebled, who have 
become anaemic, or who have been exsanguinated 
by previous vascular drains. When profuse opera¬ 
tive haemorrhage arises on division of large, thick- 
walled veins, and the momentary gush for an 
instant floods everything, moderate compression 
will promptly subdue it- In operating here, as 
elsewhere, the divided arteries give issue to the 
greatest loss of blood. If operating within the 
lumen of the bowel, nothing less than a thorough 
and complete dilatation of the external sphincter 
will enable one to expose those arteries which 
ramify through an area of loose connective tissue, 
and quickly retract far up out of sight. The best 
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way to provide security against .dangerous haemor¬ 
rhage in operative manipulation is to be well 
prepared for it, and close every bleeding point as 
we proceed with each stage of the operation. 
Haemorrhage in all operations on the rectum for 
malignant disease is often quite unmanageable. 
In these cases the coagulation is enfeebled. In 
opening up through an osseo-ligamentous structure 
like the sacrum in posterior sacral resection,; we 
will note that the vessels are thin-walled, and many 
of them ramify through tortuous canals or paths in 
cancellous bone tissue, or through the inter- 
ligamentous spaces, in places where it is very 
difficult if not impossible to secure the mouths of 
spouting vessels. t 

Post-operative or secondary haemorrhages after 
operations on the rectum are comparatively rare. 
The rule should be always to securp bleeding 
arteries before returning the prolapsed bowel 
within the sphincter. By the adoption of such 
measures as will insure prompt and safe haemo¬ 
stasis, there will be .but little danger of a large 
secondary oozing, though, unless all arterial 
leakage is arrested by ligation, torsion, or the 
thermo cautery at the time of operating, dangerous 
secondary haemorrhage may follow. After the 
sphincter has contracted and the dressings are 
applied, the blood, instead of making its way out¬ 
ward, may drain into the empty intestine. The 
evidence of its presence there is only made 
manifest by a death-like pallor of the patient, with 
a thready pulse and impending syncope. The 
surgeon must judge from constitutional symptoms 
as to whether haemorrhage is occurring. , In many 
small angeiomatous papillae with sessile bases and 
deeply embedded vascular rootlets, the thermo¬ 
cautery is invaluable ; with vessels of larger bore, 
secure ligation constitutes our main reliance. The 
patient shouldalways be watched for several hours 
after operations within, the sphincter. Should 
haemorrhage, ensue, palliative treatment may be 
adopted for a while, and this failing, the patient 
must be put upon the table, the sphincter re-dilated, 
and the bleeding point found and secured. Sym¬ 
ptomatic haemorrhage from the (rectum in persons 
of fall habits must not ibe confounded with . the 
presence of. local lesiohs It is nature’s way of 
seeking atv outlet for over-distended vessels, and 
may-be avoided by the use of purgative: medicine 
and care in regard to diet. Haemorrhage from 


tuberculous ulceration is sometimes very profuse. 
These .ulcers usually lie in the posterior wall of the 
gut. Cancer of the rectum, at least in the early 
stages, is seldom, attended with bleeding. In all 
these cases pain is a prominent symptom during 
the act of defaecation, but haemorrhage is seldom 
seen., Gummatous masses usually infiltrate the 
nan-vascular stratum of lymphoid tissue, which near 
the outlet of the rectum is of unusual thickness. 
The hyperplasia which they cause. may produce 
stenosis, but rarely ulceration or haemorrhage. 
Haemorrhage succeeding tuberculous ulceration, of 
the rectum should be treated by local applications 
and attention to the general health. 

The author concludes: Haemorrhage from the 
rectum may be symptomatic of constitutional or 
organic disease, as plethora or hepatic congestion. 
In consequence of a lesion of some part of the 
digestive tube, anywhere from the flexure to the 
cardiac end of the stomach, blood may escape, 
changed or unchanged, thrpugh the rectum. The 
local, lesions, in their order of frequency as a 
source of haemorrhage in the ano-rectal outlet of 
the intestine, are: (i) haemorrhoids; (a) simple 
or tuberculous ulceration ; (3) malignant disease. 
Treatment includes constitutional and local 
measures. Haemorrhage from simple, tuberculous, 
cancerous, dysenteric, or typhoidal ulceration in 
any part of the digestive tube above the rectum is 
quite beyond relief from direct surgical methods, 
and hence its treatment must, for the present at 
least, remain within the domain of medicine. 
Surgical treatment of haemorrhage of the-rectal 
pouch and anus, when non-malignant, is generally 
practicable, safe, and permanent in results. In 
order, however, to be rendered effectual and 
definite, thorough dilatation of the anus and 
eversion of the rectum are imperative, that the 
bleeding points or source of haemorrhage may be 
brought under the immediate eye for direct and 
effective treatment. When bleeding succeeds 
haemorrhoids for the first time, , or when its 
quantity is small, moderate catharsis with simple 
astringents in the form of suppositories will favour 
its arrpst without recourse to radical or severe 
methods .—Therapeutic Gazette. 
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Ladies and Gentlemen,— I propose to offer 
some remarks upon one or two cases which have 
been set apart for our inspection by the medical 
officer, Dr. Hopkins. 

The first is a man set. 36, who is suffering from 
paralysis with rigidity. The history is the follow¬ 
ing :—He was admitted three and a half years ago 
with paralysis of the right hand. Twelve months 
before admission he was in this asylum, and he 
has just stated that he had some weakness in the 
same extremity about six years ago; but of that 
we have no notes. He has not had syphilis 
apparently. Three months before his last ad¬ 
mission he was, while in the street, suddenly seized 
with paralysis of the arm and leg, and was then 
taken to the Middlesex Hospital; and it is on 
record that he had right hemiplegia and aphasia. 
When he came here he had flexion of the lower 
extremity, with some clonus in the right wrist; 
the right knee-jerk was present, but the left was 
absent. There was retention of urine; there was 
no anaesthesia. His present condition is this :— 
He has considerable rigidity of the right leg, less 
rigidity of the left, and slight rigidity of the right 
arm. He tells us that at the time he had his first 
attack of hemiplegia the arm and the leg were 
paralysed about equally, and the face was drawn 
up. It is difficult to learn from patients exactly 
how their face is drawn ; this man says it was 
drawn up on the right side. One may therefore 
regard the case as having a certain resemblance 
Vol. IX. No. 2. 


to ordinary hemiplegia. From that time the arm 
has improved, and he can grasp very fairly with 
the right hand. The right leg, however, is much 
worse, especially in the degree of rigidity it 
presents. We shall see that it is considerably 
flexed and perfectly rigid, so that it can be moved 
as a mass in almost any direction; the left leg 
also presents the same condition in a less 
degree. 

Now, I thought I would like to make a few 
remarks regarding the diagnosis and recognition 
of nervous cases, taking this one as a basis. Of 
course there are cases which may be recognised 
offhand, such as ordinary cases of hemiplegia and 
paraplegia; but I think one must recognise at 
once that the case before us does not conform to 
the ordinary type of old hemiplegia. We see 
cases in the streets of hemiplegia in which rigidity 
is present; the common condition is for the arm 
to be flexed at the wrist and at the elbow, and the 
fingers flexed in the palm, accompanied by con¬ 
siderable rigidity. The leg is usually rigid, and 
in a condition of extension, so that the patient 
swings his body over at the pelvis to enable his 
foot to clear the ground. Obviously that is not 
the condition we have here; moreover, in our 
patient the left lower extremity is very decidedly 
affected at the same time. When we get a case 
which does not quite conform to the ordinary 
types, we have to analyse it with some care. And 
I think we ought to divide nervous diseases, in so 
far as paralysis is concerned, into two groups, 
because after that grouping we are better guided 
to a conception of the disease than if we set about 
it in a more general way; that is to say, if there 
be paralysis of an arm or leg, or any part of the 
body, that paralysis is in one group of cases 
associated with one set of symptoms, while 
another condition may be associated with another 
set of symptoms. Thus we are able to be fairly 
positive that the disease is situated in one or other 
of two parts of the nervous system. The parts 
of the nervous system with which we are con¬ 
cerned are the cortical centres, the motor 
tracts proceeding through the pons Varolii, 
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the medulla oblongata, and the spinal cord 
to the anterior cornua, the motor cells with 
the nerve roots and nerve fibres proceeding 
thence. The division that this difference in the 
symptoms corresponds to is not simply a division 
into brain and spinal cord. Long ago one 
heard of cerebral paralysis and spinal paralysis; 
and these terms had a special significance into 
which I need not now enquire. The two different 
regions that one recognises are (i) the brain, with 
a portion of the spinal cord; (2) the remainder 
of the spinal cord and the nerves; so that there is 
a division into upper and lower segment—a physi¬ 
ological distinction. I will pass round a rough 
diagram to illustrate this. You will see a diagram¬ 
matic representation of the cortical cells, with the 
pyramidal tract passing into the posterior part of 
the lateral column of the spinal cord. I have 
also represented these masses of nuclei, and the 
nerve fibres passing off. In a four-footed animal 
standing normally, the first segment is truly an 
upper one, and the second a lower one; in 
erect man the former segment is upper and pos¬ 
terior, the latter lower and anterior. 

The difference in the symptoms I am going to 
refer to depends on the physiological properties of 
the motor cells in the anterior cornu, which are 
undoubtedly trophic centres for the nerves and 
muscles below them, and consequently the lesions 
involving this anterior cornu will give rise to de¬ 
generation of the nerve fibres and wasting of the 
muscles. Associated with that trophic failure we 
find, as a result of those lesions, those defects in 
the electrical reactions which go under the name 
of “ reaction of degeneration.” Then the anterior 
cornua also form part of the spinal reflex arc in 
association with the motor nerves, with the pos¬ 
terior spinal cells, and the sensory nerves. Therefore 
a lesion, either of the anterior cornua or the motor 
nerve fibres below them, will give rise to failure of 
the reflexes. If the lesion occupies the anterior 
cornua or the motor nerve-fibres below them, 
there is loss of function in the form I have men¬ 
tioned ; that is, besides paralysis, there is loss of 
the trophic functions of the cells, and degeneration 
of the nerve, with loss or diminution of electrical 
reactions, and loss or diminution of reflexes in 
consequence of the implication of the reflex arc. 
An instance of the diseases representing this 
failure is infantile paralysis or anterior polio¬ 


myelitis ; while among diseases affecting the 
nerves there are the various forms of multiple 
neuritis which have been known to us so abun¬ 
dantly during the last few years. 

Supposing, on the other hand, we find an 
affection of the parts above the anterior cornua,— 
the lateral column containing the pyramidal tracts 
in their course upwards through the internal 
capsule into the corona, and radiating up to the 
cortical motor centres,—there is paralysis, but no 
implication of trophic centres; therefore there is 
no wasting, nor any loss of electrical reactions. 
Moreover, as there is no interference with the 
spinal reflex arc, the reflex functions are not 
diminished. In that way we draw a broad dis¬ 
tinction between two classes of cases, starting 
from the basis of paralysis. One class may show 
loss of electrical reactions, loss of nutrition 
(/. e. wasting) and loss of reflexes; while in the 
other class there may be paralysis without wasting, 
with no loss of electrical reaction, and with 
normal reflexes. The cases which fall into this 
second class—that is, cases in which the upper 
segment of the lateral columns of the spinal cord 
is involved—are ordinary cases of paraplegia from 
compression of the cord, or from transverse 
myelitis, as well as ordinary cases of hemiplegia, 
in which the pyramidal tract is injured in the 
internal capsule, or some other part of the ence¬ 
phalon. In those cases one gets paralysis of 
nutrition fairly well maintained—no change of 
electrical reactions and no loss of reflexes. Now, 
the reflexes in these cases are not only not lost, but 
they are modified in another way,—that is to say, 
they are very commonly increased, and the 
muscles undergo certain changes which are spoken 
of as rigidity. It is not expedient here to enter 
into any full discussion of the exact reason why 
this rigidity is present. As to the increased 
reflexes, two theories have been propounded to 
account for the fact; one is that the increase is 
largely due to loss of cerebral control. If the 
portion of the spinal cord which I indicate on the 
diagram, or any part of the pyramidal tracts is 
injured, then it is believed that such cerebral 
control as may normally take place through that 
channel is interrupted, and the parts below become 
unduly excitable. By means of increased reflex 
it is possible to explain the rigidity. There is a 
constant impulse from the surface to the spinal 
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centres, and the rigidity is simply a constant 
reflex condition of the muscles. Another ex¬ 
planation—indeed perhaps the first to be given 
by Professor Charcot—was that any lesion of the 
pyramidal tract at any part, any lesion of the 
cortical motor cells, will lead to secondary degene¬ 
ration of the pyramidal tract below it, and that de¬ 
generation progresses to the spinal cord as far as 
the communications of the pyramidal tract fibres 
with the anterior motor cells. 

This degeneration results in a condition which 
is described and known as cerebral sclerosis—a 
term which is very freely used in these cases. 
Doubtless a sclerotic process takes place in con¬ 
sequence of any lesion above. Charcot’s expla¬ 
nation of these conditions was that this secondary 
sclerosis gave rise to an irritation of the anterior 
cornua, and that this irritation produced the in¬ 
creased reflex and rigidity of the muscles. Charcot 
spoke of it simply as a dynamic irritation, and 
allowed that there was no anatomical evidence of 
its existence. He compared it rather to the irrita¬ 
tion of the same parts which arises in connection 
with poisoning by strychnia. 

As far as I know there is no demonstration of 
the absolute truth of either of these hypotheses ; 
perhaps, on the whole, there is a tendency to 
believe the first as more likely to be true. At any 
rate, what one has to recognise is that localisation 
of nervous diseases can be, to a certain extent, 
carried out by noticing these two classes of 
symptoms. 

The patient before us presents the condition of 
rigidity, and some increase in his reflexes. For 
instance, he has some wrist clonus, and increase of 
a particular reflex in the lower extremities. If the 
skin of his lower leg be firmly pinched, the leg 
will be slowly and powerfully drawn up, but quite 
involuntarily. 

This condition of weakness and rigidity we 
may say does not depend on any lesion, either of 
the nerves or of the nerve roots, or of the 
anterior cornua, but must be situated higher up. 
There are several kinds of cases in which this 
spastic rigidity has been observed. There are 
four or five which one may mention. First of all 
the ordinary case of hemiplegia, of which I have 
spoken ; and secondly, the common cases of para¬ 
plegia, either from caries of the spine or tumour 
in or pressing on the spinal cord, or transverse 


myelitis. In both these cases there is a lesion 
high up, u e. above the anterior cornua, which 
involves secondary degeneration or secondary 
sclerosis of the posterior parts of the lateral 
columns. Our present case does not correspond 
to either of those. Then there are cases of spastic 
rigidity following upon so-called disseminated 
sclerosis. This is a disease in which patches of 
sclerosis or chronic inflammation and degenera¬ 
tion are scattered about in various places in the 
brain and spinal cord. A large patch, sufficiently 
large perhaps to occupy a great proportion of the 
transverse section of the cord, leads to degenera¬ 
tion of the parts below that. Below one finds 
spastic rigidity, just as in caries or transverse 
myelitis. Again, there is sclerosis of the lateral 
columns, in association with sclerosis of the poste¬ 
rior columns, giving rise to some rigidity associated 
with the ordinary condition of locomotor ataxy ; 
it has been called ataxic paraplegia. Then comes 
a condition known as primary spastic paraplegia 
or primary lateral sclerosis, of which very few 
cases indeed have been examined post mortem ; 
but of which many supposed cases have been 
recorded at different times. Further, we find certain 
groups of cases in children in which spasticity is 
very well marked. There is an infantile para¬ 
plegia in which there is a lesion very similar to 
what is met with in adults, in which a spastic 
condition comes on, having some points of differ¬ 
ence from that which occurs in adults. Two 
classes of spastic paraplegia are described—that is 
to say, a spastic condition affecting mainly the 
legs, occurring in children, and the class in which 
one or both arms are affected. The first has been 
spoken of as spastic paraplegia, and the other as 
spastic diplegia, meaning a double spastic hemi¬ 
plegia. 

Now, these infantile cases are of considerable 
interest, because there can be very little doubt 
that many of them are brought about by injuries 
at birth, and the probability seems to be that some 
injury takes place to the cranium, and that the 
cortex is injured, either by haemorrhage or by 
direct traumatism, from which it never properly 
recovers, but leads to the same kind of change as 
haemorrhage or softening, or embolism in adult 
life might bring about. The case before us seems 
to bear some resemblance, so far as distribution is 
concerned, to a case of one of these children. 
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We see that both legs are affected, though in 
different degrees ; that one arm is affected, though 
slightly. This distribution, you will see, makes it 
difficult to refer the lesion to one isolated spot of 
disease. A very small area of disease may bring 
about a complete hemiplegia ; a small haemorrhage 
in the internal capsule may involve all the fibres 
going to the face, arm, and legs; and a small 
lesion—such as tumour or a small area of compres¬ 
sion—in the spinal cord may give rise to complete 
paraplegia. But it would be very difficult for the 
arm, both legs, and face, to be slightly affected by 
any single lesion of small extent. On the other 
hand, it does seem possible that a surface lesion, 
of considerable extent, might have occurred in 
this case, which would first of all have produced 
hemiplegia. We know surface lesions do produce 
hemiplegia,—such lesions, for instance, as acute 
meningitis, meningeal haemorrhages, and trauma¬ 
tisms. Then in this case there may have been 
either some extension, or some fresh haemorrhage 
or lesion on the opposite side of the brain, involv¬ 
ing the cortical leg centres, to account for the 
condition which we find on the left side of the 
body, namely, rigidity and weakness of the left 
leg. My wish is to point out that the conditions 
associated with paralysis are really a valuable 
guide to the recognition of the seat of the disease ; 
and in the majority of nerve diseases one has to 
analyse from this standpoint: first, find where the 
lesion is, or is likely to be, then infer its nature 
from what we know of the characters of lesions in 
particular parts. I may say that there is nothing 
at the back of the eyes to suggest intra-cranial 
growth. As a rule one does not see such changes 
in the fundus of the eye. It should be borne in 
mind that amyotrophic lateral sclerosis is some¬ 
times present in these cases. 

From a prognostic point of view, I suppose we 
are all familiar with the fact that these cases of 
rigidity of long standing are very troublesome to 
deal with, and do not give us many opportunities 
of improving them. 

I will now pass on and say a few words about 
another case which we have here—one of pro¬ 
nounced hysteria. The occupant of this bed is a 
male, aged 21, who has enjoyed good health until 
four years ago, according to his parents, when he 
used to be seized with a severe pain in his body, 


which brought on such contortions as drawing his 
knee up to his chin, pulling his mouth on one 
side, &c.; and during these attacks it took four 
persons to hold him. Two years ago he got better, 
and went away for a time, but on his return, a 
year last October, he was taken as you see him 
now, and the least noise made him unconscious. 
A traction engine going by would cause him to 
rear straight up, and he would know nothing 
further for a long time. He was subject to 
flatulent distension. During the first two years 
he walked with the aid of chairs and tables ; but 
the latter part of his illness has been spent con¬ 
tinuously in bed. Prior to his admission here he 
was in Charing Cross Hospital. At times he 
moans faintly, and takes food sparingly. Some¬ 
times he allows milk to flow out of his mouth 
again; at others he answers questions and dictates 
letters, and remembers past events. He, however, 
fails to do anything he is told except open his 
eyes and put out his tongue. You can see that 
he looks emaciated; but otherwise he appears to 
be in a normal condition, as there are no evidences 
of organic disease. The disease has taken a very 
pronounced form in the patient before us. The 
idea that hysteria is confined to the female sex 
has long ago been abandoned. When males are 
affected it is generally in the younger members, 
even in children. In France Professor Charcot 
has described most pronounced cases in males, in 
whom the disease assumed a violent form, such as 
is seldom seen even in females in this country. 
There are epileptic convulsions, contortions, and 
delirium ; and many patients who have gone 
through the various stages, comparatively frequently 
have attended hospitals. It is remarkable how 
little such cases are amenable to treatment The 
cases of hysteria in England are usually of a com¬ 
paratively mild description. I remember a boy 
who was constantly hitting his hand on his knee, 
but being of a purposeful character it was not due 
to organic disease; and when the motive was 
stopped the boy was cured. 

Functional aphonia, which is practically hysteria, 
is not uncommon in boys, and there are many 
other developments which one recognises as 
occurring in the male sex as well as in 
females. 

Another case which awaits our inspection is 
also of considerable interest, but I do not propose 
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to say much about it, because I believe it has 
already been demonstrated at this asylum. Such 
cases, however; are so infrequent that I would like 
to take the opportunity of showing it. The patient 
is a woman aet. 29, and is the subject of double 
facial paralysis. She has been several times an 
inmate of this asylum, as well as London hospitals. 
In 1890 she went to the Middlesex Hospital with 
a lump on the side of her head, which she 
attributed to a blow. Subsequently lumps formed 
on the temple, and paralysis of the face set in 
three or four months after this, first on the right 
side, then on the left; deafness appearing a few 
days after the paralysis. She has had a variety of 
treatment directed against epilepsy and syphilis, 
but no benefit appears to have ensued. None of 
her emotions can be expressed to us in any kind 
of way, because all the muscles of the face are 
paralysed, so that her face is practically a mask. 
The eyes are open, and if she attempts to close 
them the eyeball rolls up, and the upper lid is 
brought no nearer than a quarter of an inch to the 
lower. The angles of the mouth droop, and the 
whole face seems to tend downwards owing to the 
action of gravity not having been antagonised by 
any taut condition of the muscles. These cases 
are rare. I have brought a copy of the last volume 
of ‘ Guy's Hospital Reports,' in which my colleague, 
Dr. Pye-Smith, has published another case, and 
he refers to the case before us, which was placed 
on record by Mr. Hutchinson in the ‘Clinical 
Journal.' The article I refer to contains photo¬ 
graphs of other cases, one by himself. 

The case I propose to show you next is one of 
cardiac disease. The man’s age is 59, and he has 
never had rheumatic fever. He was admitted four 
years ago, and had then been ill three to six 
months. He had shortness of breath, and pain in 
the prsecordium. Over his heart one could hear a 
murmur, which was loudest at the lower end of the 
sternum ; he had visible pulsation in the carotid, 
and at the sternal notch. Now, the point of 
greatest intensity of the murmur has varied, being 
noted loudest at the base and apex, and diminishing 
between those points. The pulsation in the carotids 
is not now usually visible. His memory is defec¬ 
tive, and he has occasional loss of control of the 
sphincters. The notes tell us that on March 16th 
the systolic murmur increased in intensity down 
the sternum; no visible carotid pulse; radials 


atheromatous; incontinence of urine. There is 
some interest attaching to this murmur, and the 
point of view one is inclined to discuss it from is 
as to the significance of simple systolic murmurs 
over the prascordial area. This murmur is audible 
over the greater part of the pnecordiai area, and it 
is traceable from the base towards the clavicle. It 
gets louder as we go down the sternum, and is 
loudest at a point midway between the sternum 
and the nipple. The murmur is heard towards 
the nipple, gradually diminishing in intensity, and 
is evident about three inches beyond the nipple, 
that is as far as the axilla, but still diminishing. 
It is not audible behind. The patient has an 
emphysematous chest, and some rales, indicating 
slight bronchial catarrh. 

It must be remembered that a murmur is often 
heard beyond the immediate area of the orifice at 
which it is produced. A murmur heard at both 
the base and apex may be produced at the apex, 
and one produced at the apex may be heard at 
the base. But with regard to systolic murmurs 
especially, there are other considerations besides 
the question of valvular orifices. For instance, a 
murmur mainly at the base may be due to dilata¬ 
tion from atheroma of the aorta without any 
valvular disease. No doubt the result which it 
produces on the individual is much the same as if 
he had valvular disease ; but when we consider 
that a systolic murmur at the base of the heart is 
commonly spoken of as obstructive, one must 
realise that if aortic dilatation produces it, it is 
not to that extent obstructive, and so far as inter¬ 
ference with the supply of blood into the general 
system is concerned, it cannot have the same 
importance. A definite saccular aneurysm of the 
aorta may produce systolic murmurs which may 
have the position of an ordinary valvular murmur, 
or may, while occupying this neighbourhood, yet 
be different from any one of the ordinary positions 
of the valvular areas. Lower down in the heart 
there is one kind of murmur of some interest, 
though comparatively rare; that is, a murmur 
may take place in consequence of perforation of 
the septum venfriculorum, by which I mean a 
deficiency in the septum, because the particular 
septum may never have been complete. The 
murmur which is caused by congenital defects in 
the septum is Hardly distinguishable from a mitral 
or tricuspid murmur. It is pot wise to suggest 
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that such is the case in our present patient, 
because perforation of the septum is likely to | 
shorten life, and this man is fifty-nine years of 
age; probably, therefore, the condition is an 
acquired one, and not congenital. One would 
have to consider from the symptoms whether it 
is mainly mitral, mainly tricuspid, or mainly 
aortic. I gather from the records that the 
murmur has been heard very frequently and of 
considerable intensity at the base, and the impres¬ 
sion is that it is largely of an aortic character. 
Nevertheless, it seems to be most intense at the 
position I have mentioned, and the exemption 
of the tricuspid from a share in it does not 
seem to me to be absolutely clear. It is in¬ 
teresting to compare this case with another in 
the ward exhibiting an ordinary to-and-fro aortic 
murmur, systolic and diastolic, of the ordinary 
type. Our patient has never had rheumatic fever, 
but has well-marked atheroma of his arteries. 
There is little doubt that he has that atheroma¬ 
tous change in the base of his aorta ; also that 
his valves are defective, and that regurgitation 
takes place. 

The patient I now show you has recently been 
admitted. His age is 68, and he has had left 
hemiplegia six years, and jaundice twelve months. 
Vomiting is troublesome at times, but he has no 
pain, and the jaundice is slight. The abdomen 
gives great muscular resistance over the epigastric 
region, and there is slight tenderness under the 
right ribs. The liver dulness is only slightly in¬ 
creased, and there is nothing in the rectum, nor 
can a tumour be felt anywhere: Therefore we are 
simply left with the probability that malignant 
disease is at the bottom of his troubles. The 
common causes of jaundice, as you are aware, are 
malignant disease, gall-stones, so-called catarrh of 
the bile-ducts, and cirrhosis of the liver. You 
must remember that malignant disease may be 
situated anywhere, so as to obstruct a main duct, 
and that cancer of the pancreas is really a com¬ 
mon cause of jaundice. You must not always 
expect to find malignant disease in the substance 
of the liver itself. A growth in the pancreas 
may be very small and impossible to feel, all 
the more so because the obstruction leads to 
enlargement of the liver, and this enlargement 
covers the source of mischief. The majority 
of cases of jaundice come on spontaneously in 


elderly people, without pain, and are generally 
due to malignant disease. But one may be 
deceived in this matter. I remember a case, 
a man aged 6o, without any history of pain. 
He had been jaundiced twelve months, and it 
seemed certain that malignant disease was the 
cause. But he died from general tuberculosis, 
which came on comparatively rapidly in the 
form of tubercular pleurisy, tubercular pericar¬ 
ditis, and tubercular meningitis. Post-mortem 
we found a widely dilated common duct, and a 
gall-stone the size of a marble, situate close to the 
duodenum ; but there was no malignant disease. 
So that diagnosing from a mere probability must 
be done cautiously. 


CLINIC ON A CASE 

OF 

STRANGULATED HERNIA. 


BY 
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Hon. Surg. Ancoats Hospital, Manchester, Ex-Pres. 
Manch. Clinical Society. 


I cannot show you the next patient as to whose 
case I wish to speak, because, in the first place, 
it was one I saw in consultation with another 
surgeon in one of the neighbouring towns, and 
secondly, because she died some six hours after I 
saw her ; but as I think you will agree that it was 
a highly instructive case, I will give you the 
details. 

The history given me was this. The patient 
was 36 years of age, married, with four children, 
last child born fifteen months ago. Her labours 
had been perfectly natural; but after the second 
confinement, seven years ago, she first noticed a 
small lump in the right inguinal region, which 
enlarged to the size of a small walnut, and has 
remained stationary ever since. The doctor 
thinks, however, that it may have slightly 
increased in size during the last few days. Thirteen 
days ago she commenced to vomit, and on the 
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ninth day the vomit was stercoraceous—of this 
the doctor is certain. The next day vomiting was 
not severe; on the eleventh day everything was 
rejected ; on the twelfth fluid food was taken and 
retained all day. The bowels were moved by 
enemata on the third, sixth, and eighth days— 
twice on the eighth. They were moved again by 
enema of glycerine on the evening of the eleventh 
day, and then three times without any further 
interference, so that on the twelfth day she was 
taking and apparently digesting food, and had a 
free faecal circulation. On the morning of the 
thirteenth day—the day of my visit, about 2 a.m., 
she rose to stool, was attacked by intense pain, 
became collapsed, and her abdomen commenced 
to become rigid and swollen. The pulse was 
never above eighty, and the temperature never 
above normal. 

I saw the patient at 5 p.m. She was lying on 
her back, with her knees drawn up. Her face was 
pinched, her lips dry but fairly red, her tongue 
was dry and coated by a dry baked brown fur, 
which scaled up in fragments. Her teeth were 
likewise caked about their base with similar 
material. Her respirations were rather shallow, 
twenty to the minute. Her pulse was 140, and 
not very full. It was not incompressible or wiry. 
Her abdomen was convex from above down and 
from side to side. It was firm and resistent. She 
complained that any pressure upon it was painful, 
but she allowed me to percuss it gently. Finger- 
top pressure over McBurney’s point was painful, but 
so was a similar point on the opposite side; per¬ 
cussion elicited a clear note over the whole 
abdomen, and the lung sound on the right at the 
side and front was continuous with the clear 
abdominal note; that is, I could find no liver 
dulness. There were differences of pitch, but 
nowhere could I get a distinctly dull sound. The 
pain on pressure appeared to increase as the 
hand approached the lower segment of the 
abdomen, and was perhaps rather worse on 
the right side than on the left; but there was no 
marked difference. In the right inguinal region 
was found a rounded firm swelling, which could 
be easily and clearly outlined above, below, and 
around. It was painful to touch. Centrally there 
seemed to be some elasticity, such as would be 
yielded by fluid in a tightly compressed cavity. 
This mass was said to have enlarged and become 


more elastic during the last week. The nurse 
drew off some two to three ounces of urine of 
normal or slightly darker colour. The patient 
was rather apathetic. 

Now what do we deduce from all this ? The 
decisive symptoms are two—rigidity of the 
abdomen, and loss of liver dulness. Rigidity of 
the abdomen means peritonitis always. You may 
have an abdomen which is thrown into a state of 
firm contraction as to its muscular wall if the 
patient is nervous, and your hand is cold—but it 
is not rigid. Warm your hand, place it easily 
without the slightest force on the abdomen, and 
the muscular contraction yields insensibly in 
spots, especially outside the lines of the recti 
muscles. You can feel that in places it is soft 
and supple, tightly as the recti may contract. 
Such an abdominal wall is not rigid. But in acute 
peritonitis, from whatever cause, it is as hard and 
unyielding as a board, and has much the feel of 
wood. Wherever you find that, you are safe in 
diagonising peritonitis. I do not think much of 
the pulse. In books you will find it said that it is 
always hard and wiry. I have felt such a pulse, 
and I have felt it, as in this case, fairly soft. It is, 
at all events, not a decisive symptom. Still less 
is the temperature. But the temperature and 
pulse, although of little use from a diagnostic 
point of view, will often help you to judge as tc 
the period which is likely to elapse before death 
occurs. 

The other decisive symptom is the loss of liver 
dulness. This proves the presence of free gas in 
the abdominal cavity, and cannot, I believe, occur 
without it. Whence comes this free gas ? There 
is no external wound by means of which air might 
enter, and gas does not escape from an intact 
abdominal viscus. Clearly, more especially when 
taken in connection with the history of sudden 
furious pain, followed by collapse, it points to 
perforation of the gut at some point. 

Taking these two symptoms together, we were 
justified in making an immediate diagnosis of 
perforation with acute peritonitis—whether pre¬ 
ceding or following the perforation is not of much 
importance; and our next duty was clear. The 
abdomen must be opened, and the perforation 
sought for ; all foul material must be washed out, 
and the opening through which it has escaped 
dealt with as may be deemed advisable when we 
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have found it. It is mere waste of time to attempt 
just now to reason out where and of what character 
it may be. 

But it may be said the patient is more or less 
moribund. Perforation evidently occurred some 
twelve to fourteen hours ago, and she is already 
apathetic. That is so, no doubt, and makes our 
chances very poor; but if we leave her alone she 
has absolutely no chance, and some cases reported 
by Lockwood in the 4 Medico-Chirurgical Trans¬ 
actions/ vol. lxxviii, besides one of my own reported 
in the Lancet , show that there is a chance if we 
can only get the abdomen clean, and stop all 
further entry of irritant material. Meanwhile we 
endeavour to rally the patient by a hypodermic 
injection of strychnine—gr. ^ and with rectal 
enemata of hot beef-tea and brandy. 

The operation was done. A district nurse was 
obtained, who undertook to prepare towels, hot 
water, &c. The patient was placed on a kitchen 
table, with hot water bottles to each side of the 
chest, thighs, and feet. The fire in the room was 
built up; a large saucepan full of water was placed 
on it. Now an incident occurred which shows 
how necessary it is for the surgeon to watch every¬ 
thing that goes on in connection with such a case. 
In the first place, the boiled water supplied 
deposited dirt in the bottom of the vessel into 
which it was poured. You can easily imagine 
how harmful such water would have been if it had 
been allowed to deposit this sediment at the 
bottom of Douglas’s pouch when we were 
washing out. This is easily remedied by straining 
through some sterilised gauze, which all surgeons 
carry when summoned to such a case; but unless 
you see to it yourself, this will not be done in six 
cases out of ten. But the incident I wish to 
emphasise was this. The saucepan was full, it was 
heavy. Clearly, it was easier to empty its contents 
into the ewer we were going to use by a dipper of 
some kind which had also been boiled. Re¬ 
member, too, that we were in the country, where 
you must not expect to find everything ready to 
your hand. The nurse had just passed the catheter 
and drawn off some two ounces of urine into a 
small basin. She hastily threw the contents of the 
basin under the fire, and was on the point of using 
it, without any boiling or cleansing of any kind, 
for ladling the water with which we were going to 
irrigate the interior of the abdomen, when I caught 


sight of and stopped her. Suppose I had not seen 
this. You may be sure that the nurse would never 
have mentioned it; we should have bathed the 
patient’s intestines in her own diluted urine, and 
in the event there would have always been the 
chance that such a thing had decided the fatal 
result. You cannot watch the preparation of 
everything connected with an operation of this 
kind too closely. To succeed, it requires to be 
done with all the nicety of a physiological observa¬ 
tion in a well-equipped laboratory. 

When ail was ready, a median incision was made 
below the umbilicus large enough to allow of the 
entry of two fingers. Directly the peritoneum was 
opened, foul-smelling brownish fluid escaped, mixed 
with bubbles of gas. There were no adhesions of 
any moment. A few flakes of lymph coated the 
loops of small intestine immediately beneath, which 
were also deeply congested. The finger felt at 
once that one loop of small bowel was tightly 
stretched outwards, downwards, and to the right, 
pointing directly towards the lump which had been 
observed in the right groin. With two fingers 
passed inwards and downwards under the wall to 
protect the intestine, the former was quickly cut 
across to this point. As soon as this was reached, 
the point of perforation was seen to be a small 
opening, the size of a pea, just above the point 
where the bowel appeared immoveably attached to 
the pelvic wall, for the whole loop did not project 
beyond the line of the peritoneal contour. On 
dividing Poupart’s ligament this small segment of 
the intestinal wall slipped out of the narrow channel 
of the femoral ring; whilst above it, and more or 
less broken down by suppuration, was a lymphatic 
gland the size of a chestnut, which indeed was 
partially divided by the incision necessary to free 
the gut. The diameter of the gut wall actually 
pinched would not have exceeded half an inch, and 
would represent, I should think, about one fourth 
or less of the circumference of the rather dilated 
bowel at this point. The portion of gut involved 
and containing the perforation was brought outside 
and. left without any attempt to stitch it to the 
parietal peritoneum. The abdominal cavity was 
well washed out, and as we had no irrigator, a large 
funnel was attached to a rubber tube and hot water 
poured in, so that the funnel was always full, whilst 
the rubber end was carried in all directions. A 
large amount of foul material was washed out of 
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Douglas’s pouch, but curiously little from any other 
part of the cavity except immediately around the 
perforation. The renal pouches, for instance, 
appeared to contain none of this, nor did any 
appear to return when the tube was passed up¬ 
wards towards the sternum. This would seem to 
show that the ordinary position of a drainage-tube 
is well chosen. The transverse colon projected, 
and was tightly distended. Following Lockwood’s 
directions, the needle of a hypodermic syringe was 
sharply introduced in one or two places, and gas 
escaped by it, permitting the more easy return of 
this viscus. The minute openings produced closed 
immediately on the removal of the needle, leaving 
no leakage. The abdominal wall was closed by 
silkworm-gut sutures, leaving free exit for the 
perforated loop, which was freely opened and left 
outside loosely surrounded by gauze. Two clip 
forceps prevented its slipping into the cavity. The 
remains of the suppurating gland were cut away, 
and the cavity thus left plugged by gauze. 

The patient was returned to bed—after the usual 
dressings of iodoform gauze and wood-wool had 
been applied, and fixed by a many-tailed flannel 
binder—covered by blankets and surrounded by 
hot bottles. Another hypodermic injection of 
strychnia gr. X J^, with digitalin gr. T ^, was given, 
and another enema of hot beef-tea and brandy. 
The breathing became slower and fuller as soon as 
the bowel was liberated, and the pulse was at least 
as good after the operation as before, but the 
patient gradually sank, and died six hours after¬ 
wards. 

Now it seems to me that this case is very in¬ 
structive, and that its lessons are— 

1st. In estimating the value of the diagnostic 
evidence. In the beginning there was pain 
referred to the right groin, with vomiting, which 
became stercoraceous. There was a lump in the 
right groin, which had been there for seven years. 
Now a lump which has been, in existence for so long 
.without giving previous trouble cannot be a hernia, 
—but it may conceal one —especially the most 
deadly of all, a Richter’s hernia. The first por¬ 
tion of this conclusion had had apparently undue 
weight with the surgeon in charge, who forthwith 
dismissed from his mind the possibility of strangu¬ 
lated hernia, and sought to explain the other sym¬ 
ptoms by digestive troubles, the possibility of in¬ 
cipient typhoid fever, &c. 


2nd. The cessation of stercoraceous vomiting, 
and the passage of faeces per anum after enemata, 
castor oil, &c. Is faecal vomiting ever due to 
anything but some mechanical obstruction to the 
intestinal circulation ? I think it would be wise 
if we always acted as though this were so ; and if 
it is, nothing but mechanical interference can 
finally dispose of it and rescue the patient. I 
well remember another case in a child of six who 
showed all the signs of internal obstruction, and 
finally died from the effects of strangulation by 
bands, which were divided by operation. In this 
case, too, the symptoms become ameliorated; 
sickness ceased; the bowels were freely opened, 
and everything appeared to be going on well for 
seven days after the first appearance of faecal 
vomiting, when all the trouble returned, and 
although the abdomen was rapidly opened, the 
gut was found highly congested, and so soft that it 
yielded during the operation. I would take it as 
an axiom that once faecal vomiting has occurred 
the abdomen should be opened without delay, and 
careful search made for its cause, if not plainly 
apparent in some external hernia. Certainly the 
mere cessation of faecal vomiting does not prove 
that the patient has tided over the danger, nor 
even does the passage of stool per anum . 

3rd. The necessity for constant watchfulness on 
the part of the surgeon, not only over his own 
precautions to obtain asepsis, but over those of his 
assistants. A stupid or self-opinionated and 
ignorant nurse—the two qualifications usually go 
together—may ruin in a moment all the patient’s 
chances, and frustrate the best attempt to save life. 
You will note that no attempt was made either to 
excise the diseased portion of gut, or to unite it to 
the parietal peritoneum. In such a case as tbis time 
is of the utmost value ; and so long as the leaking 
viscus is outside the peritoneal cavity, and its 
opening at such a distance, and so placed that 
no portion of its contents can flow back into that 
cavity, it is mere surplusage to stitch its walls to 
the peritoneum. In any case an artificial anus 
has to be made for the time, and reunion of the 
healthy gut can be easily made at some later 
period) when the greater and immediate risks of 
the operation, and the condition requiring it, are 
over. Care must, however, be taken that the dis¬ 
charges are carried well away from the wound, 
and that there is at the same time no pressure 
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upon the gut, such as would impede free exit of 
its contents when closing the aperture through 
which it has been brought. 


A POST-GRADUATE LECTURE 

ON 

THE EXAMINATION OF THE 
THROAT AND NOSE. 

Delivered at the London Ear and Throat Hospital, Great 
Portland Street, 

By EDWARD LAW, M.D., M.R.C.S., 

Surgeon to the Hospital. 


Gentlemen, —To-night our subject is, as you are 
aware, “The Examination of the Throat and 
Nose,” and it is my intention, with your permission, 
to confine my remarks almost exclusively to the 
laryngoscopic and to the posterior rhinoscopic 
inspection of these parts. First of all, I will 
briefly call your attention to the salient points to 
be observed in carrying out these procedures, to 
the instruments and apparatus required, to the 
difficulties likely to be encountered, and afterwards 
pass on to the more important demonstration and 
examination of cases. 

I must ask the kind indulgence and patience of 
those gentlemen who have already devoted con¬ 
siderable time to laryngological and rhinologicai 
work, for frequently alluding to elementary 
details. 

I will not dwell upon the history of laryngoscopy, 
but will simply narrate a few interesting facts con¬ 
cerning the introduction of the laryngoscope into 
practice. Levret, a French physician, as far back 
as 1743, endeavoured to examine the thr oat, 
nose, and ear by means of a polished plate of 
steel. 

Babington, in this country, in 1829 devised an 
apparatus which he named a u glottiscope.” It 
consisted of a plain mirror held in the right hand, 
and a smaller one in the left hand, for introduction 
into the pharynx. Sunlight provided the necessary 
illumination. Liston, in 1840, used a mirror in 
order to observe pathological changes in the 


neighbourhood of the larynx. Manuel Garcia, an 
able Spanish singing master, whilst resident in 
London in 1854, examined his own larynx by the 
aid of sunlight and a small mirror in the pharynx. 
He communicated an account of his auto-laryngo- 
scopic observations to the Royal Society under 
the title “ Physiological Observations on the 
Human Voice.” Ludwig Tiirck read a report of 
Garcia’s paper, and soon afterwards (185 7) brought 
the laryngoscope into the range of practical medi¬ 
cine, and from this period the clinical recognition 
and treatment of “ Diseases of the throat ” may 
be said to have originated. Czermak a little later 
(1858) first employed artificial illumination, and 
so rendered his observations independent of sun¬ 
light. He suggested rhinoscopy and the examina¬ 
tion of the trachea, also the use of the laryngoscope 
in the performance of important operations. He 
likewise verified the practicability of this method 
of examination in London, Paris, and other towns, 
by means of public auto-laryngoscopic demon¬ 
strations. Tiirck and Czermak, making practical 
use of Garcia’s observations, were in this way the 
founders of modern laryngoscopy, but to Garcia 
must certainly be conceded the honour of priority 
in the discovery. Bruns, in Tubingen, in 1862, 
performed the first intra-laryngeal operation, 
namely, the removal of a new growth from the 
larynx. My old teachers, Stoerk, Schroetter, 
Schnitzler, and many others, including Semeleder, 
Mackenzie, and Voltolini, have further assisted in 
the advancement of the art, until to-day laryngo¬ 
scopy is universally practised. 

Let us now consider the examination of the 
larynx. For the successful inspection of that 
organ we require— 

(1) A source of illumination. 

(2) A reflector, and a small laryngeal mirror for 
introduction into the pharynx. 

(3) The necessary knowledge of the various 
methods of using these aids. 

Illumination .—The source of light may be 
either sunlight, diffuse daylight, or an artificial 
light, such as gas, the electric light, an oil lamp, 
the oxyhydrogen light, or the magnesium light. 
All may be employed either directly or indirectly. 
The indirect method is more manageable, and is 
most generally adopted, as in the direct method it 
is very difficult for the observer to avoid interceptng 
the rays of light with his own hand or head. No 
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artificial light is as good as sunlight. Sunlight 
gives the image very clearly and distinctly, but it 
is very rarely at our disposal in this country. It 
may be used either directly or indirectly. In the 
former case the patient requires either dark- 
coloured spectacles or his eyes to be covered; and 
in this respect sunlight has the disadvantage of the 
water-globe. For the indirect method, the rays of 
sunlight must be collected either by a plain mirror, 
or a concave one with a long focal distance : 
otherwise the light is too dazzling, and the heat is 
too great for the comfort of the patient. This 
method of illumination is sometimes most ser¬ 
viceable for making an examination of the trachea 
or anterior nares. 

The electric light can be used either as an 
electric lamp, or it can be placed upon the 
reflector, or attached to the laryngeal mirror. It 
is undoubtedly the light of the future for laryngo- 
scopic purposes, when it can be obtained and 
regulated with the same facilities as ordinary gas. 
It is one of the lights which approaches nearest to 
sunlight in intensity and colour. I may here 
mention that my late colleague, Mr. Arnold 
Woakes, has invented a medical transformer, by 
means of which the supply of electricity from the 
street may be most conveniently employed as a 
source of illumination, also as a galvano-cautery. 
This combination does away with the necessity 
and trouble of a battery or an accumulator. 

In the oxyhydrogen or limelight, a stream of 
oxygen and hydrogen or coal gas brings a 
cylindrical piece of chalk to white heat It is a 
most satisfactory light, and, with the exception of 
myself was, until quite recently, usually employed 
at this hospital for the examination of cases. 

The magnesium light is a good one, but, 
unfortunately, soon fills the room with vapour, 
unless a special chimney is arranged to carry the 
fumes outside. 

At the present time, gas is the most convenient 
source of light. It can be used directly, either 
with the water-globe or with a biconvex lens. The 
water-globe gives a good light, but the direct 
method possesses great disadvantages: the patient 
must sit very still; the observer’s hand or head is 
apt to get in the way, and so intercept the rays of 
light. It is also very troublesome and cumbrous 
to carry about. As far as I know, the water-globe 
is only now employed by my friend Professor 


Stoerk, in Vienna, and by Professor Oertel in 
Munich, and by dental surgeons. 

Gas may be used indirectly, either with an 
ordinary argand burner or with Mackenzie’s 
light concentrator or bull’s-eye condenser, or 
with a Welsbach burner. The Welsbach burner 
certainly improves the light, by bringing a 
piece of fine gauze to white heat; but it is still 
rather expensive and troublesome, as the gauze 
must be occasionally renewed. Personally, I 
rarely use any other light than gas from a common 
argand burner, as, by this method, aural cases 
may be also most easily and satisfactorily 
examined. 

Diffuse daylight, a good moderator lamp, or 
even a candle, will supply the necessary illumination 
when no other light is procurable. 

The reflector may be either perforated in the 
centre or not, according as the examiner wishes to 
look through the aperture with one eye or to look 
under the reflector with both eyes. In the latter 
method, the physician is more independent of the 
movements of the patient, but, unfortunately, a 
portion of the light is lost, and the eyes are not so 
well protected. Various reflectors have been 
designed. The first were made after the model 
of the ophthalmoscope or aural mirrors. These 
patterns, by not permitting the free employment 
of both hands, are most unsatisfactory. Next 
came a reflector supported on a handle, which 
was held between the teeth, but this has fallen 
into disuse for the following obvious reasons :— 
it renders the examiner speechless, is uncleanly, 
and defective teeth make its use difficult. Many 
modifications have since been invented, with the 
object of leaving the mouth and hands entirely 
free. It is only necessary to mention here those 
supplied with strong spectacle frames, those having 
a forehead band, and those with a metal band 
passing from the forehead to the occiput. Frontal 
bands possess the great advantage of fixing the 
reflector more firmly and steadily than those 
attached to a spectacle frame, and it is of the 
greatest importance, especially to the beginner, 
for the reflector to maintain the position which 
has once been given to it You have before 
you a number of reflectors, including Tiirck’s 
(Schroetter’s), which rests upon three fixed points 
and is probably the most steady; Stoerk’s, 
Mackenzie’s, Schnitzler’s (used from the centre of 
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the forehead), Lennox Browne’s, and others. All 
the reflectors take up but little room, are very 
simple, and render the examiner very independent 
of the patient. The diameter varies from 
three to four and a half inches.. Of course, the 
greater the diameter the more light is collected, 
yet if too large they are cumbersome and unwieldly, 
and binocular vision is impeded. The focal 
distance should range from eight to twelve inches 
from the mouth of the patient. Short-sighted 
individuals should be provided with a reflector 
fitted with a suitable lens, especially if suffering 
from hypermetropia or presbyopia. Inattention 
to this precaution often accounts for failure, and 
always occasions unnecessary trouble and incon¬ 
venience. The great difficulty in using the 
reflector is for the observer to look at the laryngeal 
mirror without intercepting the rays of light with 
his own hand. Fortunately a little practice will 
overcome this impediment. 

Let us now consider the laryngeal mirrors. 
They should be circular, although the shape is 
of little consequence, and their diameter should 
be between one third of an inch and one inch. 
The mirror should be at an angle of 120° to 125 0 
with the stem, which will suit all cases. A one 
and a quarter inch mirror is sometimes useful in 
the case of a relaxed soft palate and an elongated 
uvula. For rhinoscopic examinations a similar 
mirror is required, but smaller—one fifth of an 
inch to two fifths of an inch in diameter—and pre¬ 
ferably at a less obtuse angle with the stem, say 
iio c . In both instances the shaft should be firm, 
strong, and unyielding, in order to occasionally 
press down the tongue, or press the resisting soft 
palate upwards and backwards. Personally, I find 
many of the English mirrors too weak in the 
shaft. A moveable stem and handle are more 
portable and convenient for pocket cases. The 
handles should also be of different colours—say 
black and white-^for specific and non-specific 
cases. By this means the chances of syphilitic 
infection are considerably diminished. 

The method of examination is as follows :—The 
patient sits directly opposite, and preferably at a 
slightly lower level, than the examiner, with his 
head either erect or inclined somewhat backwards. 
The source of light is placed on one side of him, 
level with the observer’s eye. With the mouth 
well open, the buccal cavity and oro-pharynx must 


be carefully inspected; and if evidence of specific 
disease be present, the instruments set apart for 
that affection must be employed. To obtain a 
good view of the back of the pharynx, it is usually 
necessary to depress the tongue, either with the 
finger or with the back of the laryngeal mirror, or 
with one of the numerous instruments invented for 
this purpose. The tongue must be held down 
either by the examiner or by the patient himself. 
All those instruments of torture which are con¬ 
structed so as to fasten on the chin of the patient, 
and so free the operator’s hands, are quite useless 
in most cases. The depressor should be placed 
in the middle line upon the back part or body 
of the tongue, and the force very gradually applied 
downwards and very slightly forwards. 

For examining the larynx, the tongue is pro¬ 
truded and fixed, and the rays of light directed 
upon the uvula. For examination only, the surgeon 
should hold the tongue, dried and neatly covered 
with a tongue-cloth, with his left thumb above and 
his left forefinger below in front of the lower 
incisor teeth. He should carefully avoid dragging 
on the tongue, or he will injure its under surface. 
For operative measures or treatment the patient 
must be instructed to hold his own tongue with 
the first two fingers on his right hand above, and 
his right thumb below, at the same time keeping 
his hand and arm well down on the chest. The 
laryngeal mirror should now be gently heated; 
otherwise the moisture in the expired air quickly 
condenses and causes the formation of a film on 
the mirror. It may be heated over a gas flame; 
hot water quickly pits the mirror. A mirror should 
always be placed on the hand before introduction, 
as, if it be too hot, it not only pains the patient, 
but, what is more important for successful exa¬ 
mination, frightens him. The mirror should be 
held in the right hand, like a pen, for examinations, 
and in the left hand for operation or treatment. 
It is advisable not to accustom oneself to use the 
patient’s chin or cheek as a support for the little 
finger. The stem should be in the angle of the 
mouth, and the mirror in the central line as it is 
passed backwards to the soft palate. During this 
movement, care should be taken neither to touch 
the back of the tongue nor the under surface of 
the hard palate, as such contact will probably 
excite retching or gagging. The soft palate must 
now be raised, either by the intonation of “ah” 
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or “ ee,” or the mirror may be advanced carefully 
beneath the soft palate, and the latter pushed 
gently upwards. In some cases considerable force 
is necessary to elevate the resisting palate. If one 
now gradually raises the handle of the mirror, the 
various parts of the larynx are seen from behind 
forwards. During this part of the operation the 
patient should be requested to breathe deeply and 
regularly through the mouth. By lateral move¬ 
ments of the handle the lateral portions of the 
larynx will be brought into view. 

I may state that for an ordinary examination 
under normal conditions the mirror should be held 
at an angle of about 45 0 with the horizontal. At 
the same time, one can rarely or never inspect the 
whole larynx without changing the position of the 
mirror,—that is to say, the more the handle of the 
mirror is depressed, the more the posterior portion 
of the larynx is visible ; the more the handle is 
elevated, the more the anterior portion of the 
larynx is seen. 

It is well to remember, during these various 
manipulations, that the mirror should touch the 
pharynx as little as possible. Yet the patient will 
usually tolerate steady, continuous pressure and 
gentle contact much better than the irritation of 
unsteady jerky movements and tremulous tickling. 

If we now examine the laryngeal image, we shall 
see that the left vocal cord is on the same side in 
the mirror, and that the parts which are nearest to 
the mirror are depicted the nearest in the mirror; 
therefore the posterior wall of the larynx is repre¬ 
sented below in the mirror, and the anterior wall 
appears above. Much confusion has unnecessarily 
arisen from some laryngologists referring in de¬ 
scriptions to their own right and left hands. The 
only inversion, obviously, which takes place in the 
formation of the laryngeal image is in the antero¬ 
posterior direction. 

Tracheoscopy, or infra-glottic laryngoscopy, does 
not come within the scope of our study this evening, 
and I will merely mention a few precautions to 
be taken in order to obtain a satisfactory view of 
the interior of the trachea. A good, intense light, 
preferably sunlight, is absolutely necessary. The 
examiner should sit or kneel at a lower level than 
the patient, whose head should be kept erect or 
inclined slightly forward. The laryngeal mirror 
should be held nearly horizontally, when by 
moving the patient’s head to the right or left, the 


lateral walls of the trachea are seen. It may be 
possible to distinguish a narrow fold of mucous 
membrane running parallel to the free edges of the 
vocal cords, the cricoid cartilage, the rings of the 
trachea, bifurcation, and bronchi, and I hope you 
will to-night have an opportunity of easily recog¬ 
nising those parts. 

Let us now consider the difficulties which may 
be met with during a laryngoscopic examination. 
They may be enumerated as follows : 

1. The greatest difficulty is usually the absence 
of the necessary dexterity and patience on the part 
of the examiner. This is often exemplified in the 
omission of directing and focussing the light 
properly ; in dragging roughly on the tongue; in 
not sufficiently elevating the hand, and in ex¬ 
cessively irritating the pharynx with the mirror. 
All these troubles may be easily overcome by a 
little practice and patient self-tuition with the auto-, 
laryngoscope or with a model, or upon a tolerant 
and well-trained patient. I shall place at your 
disposal in a few minutes an auto-laryngoscope, a 
model, and a number of tolerant patients in whom 
the post-nasal space and larynx are well developed, 
and I would earnestly beg of you not to neglect 
this opportunity of doing some elementary laryngo¬ 
scopic and rhinoscopic work, as it will most 
certainly enable you to more easily recognise and 
thoroughly appreciate the pathological cases which 
will be brought before you later in this course, and 
also in your practice. 

2. Great sensitiveness and irritability on the 
part of the patient. Some individuals, particularly 
children, through fear or nervousness, “gag,” or 
even vomit on simply putting out the tongue, or 
on touching the uvula with the laryngeal mirror. 
This very troublesome impediment may usually be 
overcome by making the patient breathe deeply 
and regularly; by raising the uvula by the intona¬ 
tion of a vowel sound, and by trying to obtain 
merely a glimpse of a portion of the larynx at each 
introduction of the mirror. The mirror should 
not at first be held long in a patient’s mouth, and 
it is sometimes advisable to simply introduce the 
mirror into the mouth without contact with the 


parts, as in this way a timid patient soon gains 
confidence. If the patient “gag,” the mirror 
should be at once removed and the examination 
commenced anew. Ice, and the inhalation or 


internal administration of bromide of potassium, 
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diminish this reflex irritation, but the most effica¬ 
cious remedy is undoubtedly cocaine, used either 
as a spray or pigment. At the same time cocaine 
is very seldom required for an examination, and in 
some cases it is useless. 

3. Arching of the dorsum of the tongue. This 
obstacle is usually due to apprehension on the 
part of the patient, who, however, soon learns to 
keep his tongue down by a little practice before a 
looking-glass. If the tongue be very large and 
fleshy, a view of the interior of the larynx may 
sometimes be obtained by pressing the tongue 
down with the finger or a depressor, at the same 
time drawing the tongue well forward, otherwise 
the epiglottis will be pressed down. It may be 
necessary to stand before the patient and incline 
his head forwards. In such a case one at once 
recognises the advantages of a reflector with a 
frontal band. 

4. You may find it impossible to see into the 
valleculae on account of the tip of the epiglottis 
remaining on the back of the tongue, that is to 
say, the epiglottis overhangs anteriorly, or is arched 
or curved forwards. This trouble is generally 
removed by asking the patient to swallow a few 
times, and then examining again, or by intonation 
of a vowel sound, or by drawing the tongue well 
out. 

5. Enlarged tonsils. A small mirror should be 
employed in order to pass between the obstructions. 

6. Abnormal breadth of palate or an elongated 
uvula. In such an instance put the head well 
back, and lift up the palate with a very large 
mirror. 

7. The epiglottis is arched backwards, and so 
covers the entrance into the larynx. This difficulty 
is greatly increased if the ary-epiglottic folds be 
relaxed. The patient should be instructed to take 
quick, deep inspirations, or to laugh. Sometimes no 
means short of the application of cocaine, and the 
elevation of the epiglottis with the laryngeal probe 
or some special instrument will avail. 

8. The lateral edges of the epiglottis may be 
curled outwards, with the inner lateral surfaces 
almost in apposition. When such is the case, the 
larynx must be inspected by small portions at a 
time. 

9. Prominence of the vertebral column in the 
cervical region. Make the patient bend his head 
and body forwards. 


10. Young children. The examination is more 
difficult and tedious because they are children, 
and therefore cannot be persuaded that they will 
not be hurt; also on account of the position and 
form of the epiglottis, and from the small size of 
the pharynx and larynx. Otherwise, children 
present no particular obstacles to the experienced 
laryngoscopist. 

Let us now consider the examination of the 
nose. In view of the frequency of nasal disease 
in our variable climate, and the large number of 
cases in which aural affections are intimately asso¬ 
ciated with and dependent upon nasal disease and 
morbid conditions of the naso-pharynx, it will be 
realised how important the examination of this 
organ becomes. We may conveniently divide the 
subject into anterior and posterior rhinoscopy, of 
which the latter is the more difficult. Both ex¬ 
plorations may be made either by direct or, as is 
more frequently the case, by reflected light. 
Anterior rhinoscopy requires a strong light in 
order to properly illuminate the nasal fossae ; 
therefore, sunlight is superior to any other. It is 
advisable to use a reflector with a shorter focal 
distance than the laryngeal reflector, though the 
latter may be used if the distance is adjusted. 
In addition to the reflector, nasal speculae are re¬ 
quired to facilitate the examination. They are 
used in the following manner:—The nostrils are 
cleared of any obstructing matter, and the operator 
sits or stands immediately in front of the patient 
and tilts up the tip of the nose with his left 
thumb. In this way the anterior structures may 
be inspected. A suitable speculum is now intro¬ 
duced, with the inner end somewhat elevated, to 
avoid the sensitive crest-like projection at the en¬ 
trance into the nasal fossae. The outer end of 
the speculum is now gradually raised, and the in¬ 
strument brought into the horizontal position. 
Under normal conditions, and with a good illu¬ 
mination, we can usually observe the following 
parts :—If the patient’s head be bent slightly for¬ 
ward, the nasal septum, floor of nasal fossa, in¬ 
ferior meatus and respiratory tract, the curved 
outer surface of the inferior turbinate body, and, 
with a roomy nasal cavity, or after the application 
of cocaine, the posterior pharyngeal wall and the 
orifice of the Eustachian tube. The movements 
of the tubal orifice can also be frequently per¬ 
ceived when the patient swallows. If the patient’s 
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head be inclined somewhat backwards we see, 
above and behind, the inferior turbinate body, the 
pale and shining anterior border of the middle 
turbinate, and perhaps the anterior portion of the 
inferior border and the lower part of the olfactory 
slit. Little or nothing of the middle meatus is 
visible unless there be atrophy of the inferior tur¬ 
binate, when the hiatus semilunaris is sometimes 
seen. If the patient's head be well thrown back 
it is sometimes possible to see the fore part of the 
roof of the nasal cavity, but never the superior 
turbinate or the superior meatus. 

The anterior rhinoscopic view varies greatly in 
different cases, and is frequently impeded from 
one of the following causes : 

1. Abnormalities of the septum; deflections 
and deviations, spurs, exostoses, irregular 
thickenings of the mucous membrane; hyper¬ 
trophy of the tubercle, or adhesions. 

2. Hyperaemia and enlargement of the turbinate 
bodies, particularly of the anterior extremities of 
the inferior and middle turbinates, which are, 
as you are aware, largely composed of erectile 
tissue. This is the most common obstruction 
met with in anterior rhinoscopy, and, fortunately, 
is easily removed by painting or spraying the 
parts with a 5 per cent, solution of cocaine. The 
latter quickly reduces the swelling, causes local 
anaemia, and contracts the mucous membrane. 

3. Various pathological conditions, such as 
polypi and other tumours. 

Let us now pass to posterior rhinoscopy. This 
examination is frequently very difficult to carry 
out, and in some cases even quite impossible; 
but with patience, dexterity, and a steady hand, 
combined with intelligent assistance of the patient, 
a satisfactory result can generally be brought 
about. The assistance and co-operation of the 
patient are absolutely essential for a successful 
posterior rhinoscopic examination, as a view of the 
naso-pharynx cannot be obtained unless the soft 
palate be relaxed and hangs away from the 
posterior pharyngeal wall. 

The mode of examination is as follows :—The 
patient is seated as for a laryngoscopic examina¬ 
tion, some observers preferring to sit a little higher, 
others lower, than the patient. A similar reflector 
is employed, and a small laryngeal mirror is most 
commonly used for introduction into the pharynx, 
with the mirror placed more at a right angle. A 


mirror at a more obtuse angle affords a better 
view of the vault and posterior pharyngeal wall. 
Fraenkel’s or Michel's mirrors are often most 
convenient. An instrument or the finger is re¬ 
quired to press the tongue downwards and forwards. 
Sometimes a very satisfactory examination can be 
made without either a tongue-depressor or a small 
mirror, by simply pressing down the tongue with a 
strong, medium-sized laryngeal mirror, the reflect¬ 
ing surface of which is directed upwards and gives 
the posterior rhinoscopic image. After depressing 
the tongue the patient should breathe quietly 
through the nose. If this does not produce re¬ 
laxation of the soft palate, he should be requested 
to make a nasal intonation such as the French 
word “ on," or to sniff. With the light directed 
on to the back of the pharynx, the previously 
warmed rhinoscope is quickly introduced to one 
side of the uvula, until it lies back as far as possible 
behind the velum, but without contact with the 
wall of the pharynx, as this irritation is very liable 
to produce reflex movements, such as gagging. 
This manipulation should be accomplished with 
the mirror directed upwards and without touching 
the tongue, palate, or posterior pharyngeal wall. 
Of course, the larger the mirror which can be ad¬ 
vantageously used, the better will the parts be seen. 
It is advisable to first try to see the posterior border 
of the nasal septum, and to take it as a landmark. 
It appears in the middle line, or slightly on one 
side of it, and is usually sharply defined, although 
mucous membrane swellings on one or both sides 
are by no means rare. It divides the two choanae, 
the upper portions of which only are frequently 
visible. The mucous membrane of the choanae is 
paler than that of the adjoining parts, that covering 
the posterior border of the septum being the 
palest of all. By careful manipulation we can 
usually see the septum, vault of the naso-pharynx, 
the posterior extremities of the superior, middle, 
and inferior turbinate bodies, with the nasal 
passages, and the faucial orifices of the Eustachian 
tubes; salpingo-palatine and salpingo-pharyngeal 
folds, the prominent posterior lip, and Rosen- 
miiller's fossa. The superior turbinate is of a pale 
yellow colour, and is situated more to the side and 
in the depths of the nasal cavity, at a variable dis¬ 
tance from the septum. Sometimes it lies too 
deeply under the margin of the choana to be seen 
with the rhinoscopic mirror* The middle tur- 
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binate, under normal circumstances, is covered by 
mucous membrane of a whitish-grey, bluish-grey, 
or pale pink hue. It appears the largest, and 
reaches more posteriorly; and it sometimes quite 
overlaps and hides the inferior body. Its posterior 
extremity is “ flask-shaped,” and looks quite free. 
This portion is often mistaken by beginners for a 
nasal polypus. The inferior turbinate, that is, the 
posterior extremity, is darker in colour, and 
resembles “ the fruit of the wild plum tree when it 
has become over-ripe and wrinkled ” (Voltolini). 
The lower portion of the inferior turbinate is 
usually concealed by the palate, whilst the upper 
part appears to spring up, almost like a tumour, 
from the floor of the nasal cavity. 

The Eustachian orifices are inspected by placing 
the mirror to the right or left of the pharynx. 
These large apertures are situated between the 
salpingo palatine and the salpingo-pharyngeal folds, 
and externally to the choanae. The relations of 
the different parts appear somewhat changed in 
the image. For instance, the cartilaginous pro¬ 
minence of the posterior wall of the tube appears 
to be in front, while the anterior membranous wall, 
with the salpingo palatine fold, is seen behind. 
The long diameter of the faucial entrance of the 
tube appears to run downwards and forwards, 
instead of downwards and backwards. Rosen- 
miillers fossa also seems to be in front of the 
protuberant lip of the tube, instead of behind it. 
The vault of the naso pharynx usually presents an 
irregular appearance, with elevations and de¬ 
pressions varying with the development of the 
pharyngeal (Luschka’s) tonsil. It is seen by bring¬ 
ing the mirror into a more horizontal position. 

As to the difficulties you are likely to encounter, 
the most common in posterior rhinoscopic exa¬ 
minations is due to the elevation of the velum 
and uvula against the posterior wall of the 
pharynx. This occurs, in some cases, as soon as 
the tongue is depressed or the rhinoscope is in¬ 
troduced. Fortunately the patient can frequently 
be made amenable to treatment by judicious 
management, or by painting the edges of the 
palate with cocaine. Yet too much must not be 
expected from the anaesthetic, as the patient’s 
irritability is often of mental origin. It is well to 
direct the patient to breathe through the nose, for, 
although this is frequently impossible, the effort 
causes the soft palate to descend. 


If the inspection does not prove satisfactory in 
the. first instance, the patient may often be 
gradually trained by touching the pharynx from 
time to time with some foreign body to induce 
toleration to the mirror. If all other attempts 
fail, recourse must be had to some artificial means 
of getting the palate and uvula forward. The best 
of these are :— 

1. Voltolini’s palate hook, or a laryngeal probe. 

2. White’s self-retaining palate retractor. 

3. Mackenzie’s “ twitch” for catching the uvlila. 

4. Tapes or india-rubber tubing, for passing 
through the nostrils and mouth and tying the 
velum forwards. Unfortunately, all these methods 
are liable to defeat their object by causing spasms 
of the muscles, and are less practicable than 
patient training. 

In conclusion, I would point out that palpation 
or digital examination of the pharynx should only 
be practised in those cases in which a rhinoscopic 
examination is impossible. 

I will now ask you to witness my examination 
of some tolerant patients, and then to conduct 
the inspections for yourselves. You may also find 
the auto-laryngoscope and the model useful. 


THERAPEUTICAL NOTES. 


Rheinstadter’s Ergot Mixture.— 


Ergotini dialyati spissi 

5 parts. 

Aquae destillatae ... 

35 .. 

Acidi salicylici ... 

... 01 „ 

Glycerini 

... 10 „ 


A teaspoonful of this mixture, with two table¬ 
spoonfuls of lukewarm water, is injected by a 
rubber-ball syringe into the rectum, after the bowel 
has been emptied. 

Schauta, Lehrbuch der gesammten Gyndkologie. 


Asthnja. —Dr. C. O. Arey, in Medical World, 
gives the following prescription as very successful 
in the treatment of this disorder : 


9 = Potassii Iodidi ... ... 3yj 

Tincturae Belladonna ... fl $v 

Liq. Potassii Arsenitis ... fl Jiij 

Aquae, ad ... q. s. ... fl Jviij 


M. Sig.—One teaspoonful in water between 
meals. 
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Gentlemen, —The cranial nerves both in health 
and disease offer problems of most engrossing 
interest,—clinical, pathological, and morphological. 
It wilL be impossible for me, in the time allotted 
for this demonstration, to in any way treat the 
subject comprehensively. I shall take, therefore, 
a few illustrative cases which have been placed at 
my disposal by the kindness of my colleagues. 

The first important cranial nerve of which I pro¬ 
pose to speak is the third, and it will be well to say 
a few words about the anatomy of the third nerve 
and its nucleus. A section through the crura cerebri 
will give an appearance such as is represented in 
the diagram on the wall. There is the aqueduct of 
Sylvius and a little tube of grey matter right round 
it; it is in this little tube that the cells lie which 
form the third nucleus, which is about three-quarters 
of an inch in length. I will pass round the actual 
specimen from which the diagram was made. 
With regard to all cranial nerves, one has to 
consider, from the point of view of disease, the 
nucleus, the course of the nerve within the brain, 
the course in the cranium, and its course outside 
the cranium, all of which parts are liable to be 
affected by various forms of lesions. The third 
nucleus is continued down, almost without a break, 
to the fourth nucleus ; indeed, the third and fourth 
nuclei are practically one, as the physiological 
connection between the two is so extremely close. 
The third nerve issues from the lower aspect of 
the crura cerebri by many small rootlets, the two 
nerves lying at this point very close together. The 
Vol. IX. No. 3. 


next nerve which is connected with the eye- 
muscles is the sixth, and though its nucleus is 
a long way from that of the third, yet on 
physiological grounds it is believed that the two 
nuclei are in close connection, probably by a well- 
marked bundle of fibres known as the posterior 
longitudinal bundles, which run the whole length 
of the pons and medulla. The part of the 
third nerve system most commonly affected by 
disease is the nucleus. This may be the subject 
of a chronic defect in nutrition comparable with 
that of the medullary centres in bulbar paralysis. 
Such a lesion is not uncommon in the course of 
tabes dorsalis. Or the nucleus may be suddenly 
involved in a local haemorrhage, or its nutrition 
interfered with by occlusion of trunk or branches 
of the posterior cerebral artery. In the latter cases 
there may be paralysis of the opposite side of the 
body from affection of the motor fibres of the crus, 
a point of great diagnostic importance. The trunk 
of the nerve is rarely if ever affected by a primary 
neuritis, but it may often be involved in the 
inflammatory processes in the course of basic 
meningitis, acute or chronic. It may also be 
pressed upon by tumours, intra cranial or intra¬ 
orbital. 

The little girl I show you, who is in the hospital 
under the care of Dr. Bastian, presents many 
interesting diagnostic features. The history is as 
follows :—Four months before admission she had 
severe headache and vomiting, and had to take to 
her bed for two days. On the second day after 
she had spasmodic movements of the left arm 
and leg. On the third day the right eye was closed 
completely (ptosis), and the left partially so; the 
mouth was pulled to the right, and her speech was 
affected. On the fourth day the left eye became 
completely closed, she had left hemiplegia, and 
great difficulty in speaking. On the fifth day she 
could not speak at all, and had incontinence of 
urine and faeces. In the fourth week the left eye 
began to open,—that is to say, the paralysis in the 
left third nerve began to disappear, and finally 
vanished entirely. In the fifth week the inconti¬ 
nence of urine and faeces stopped, and in the eighth 
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week the patient began to regain power in the left 
hand, and on the ninth week in the left leg. Now 
she has right third nerve palsy remaining and left 
hemiplegia. The diagnosis made by Dr. Bastian 
was probable thrombosis of a posterior communi¬ 
cating artery, spreading to branches of the right 
posterior cerebral. Therefore, the lesion involves 
destruction and degeneration of the third nucleus. 
She has a loud systolic murmur at the apex of the 
heart. It is possible, therefore, that an embolus 
may have been the beginning of her troubles. 

Lesions of the fourth nerve are comparatively 
rare ; much more so, I should judge, than would 
be supposed from A. Graefe’s figures (quoted by 
Gowers), who finds of 145 cases of isolated palsies 
of eye muscles, 52 to be of the superior oblique. 

The sixth is a very interesting nerve, and arises 
from a well-marked nucleus close to the seventh, 
at about the level of the exit of the seventh nerve, 
and its fibres pass down towards the pyramids, to 
emerge just behind the pons. It has a long intra¬ 
cranial course, which will, perhaps, explain why it 
is so often affected in meningitis. In lesions of 
this nerve the external rectus of the same side is 
paralysed; the eye can no longer be turned to 
that side, and owing to unopposed action of the 
internal rectus there results an internal squint of 
that eye. 

This is one of the simplest forms of eye paralysis 
to understand, and it is one most commonly met 
with. If, however, the lesion be in the nucleus, 
a different picture is presented to that resulting 
from a lesion of the nerve. In this case there is 
not only weakness of the external rectus on that 
side, but also weakness of the internal rectus of 
the opposite side, with the result that the patient 
is no longer able to perform the movement of 
conjugate deviation towards the side paralysed. 
This is an extremely interesting point, and the ex¬ 
planation is as follows:—Though the sixth nucleus 
is situated at a considerable distance from that of 
the third, which innervates the internal rectus, yet 
there must obviously be a very close connection 
between them, for normally it is impossible to 
deviate one eye without a corresponding move¬ 
ment in the same direction of the opposite eye. 
The channel of communication between the two 
nuclei is probably the posterior longitudinal bundle, 
the fibres of which must cross when they get to the 
third nucleus. 


I pass on to the consideration of the fifth nerve. 
The two divisions of the fifth are not connected in 
any way except by close juxtaposition; they are 
just as distinct from one another in function as 
the seventh is from the eighth. 

First I will speak of the sensory fifth, which has 
very wide connections in the medulla. All through 
the medulla and pons, up to the level of the fifth 
trunk, is a mass of tissue of crescentic section 
known as the substantia gelatinosa Rolandi. This 
is in direct continuity with the posterior horn of 
the grey matter of the cervical cord ; and, in fact, is 
nothing more than a local development of the 
same. Outside this and close to it lies a band of 
white fibres which can be traced as far down as 
the second cervical nerve, continually sending 
fibres into and through the substantia gelatinosa. 
This is the so-called ascending root of the fifth ; 
but if this description be followed, it obviously 
should be called rather the descending root. 
Upwards, at the level of the fifth main trunk, the 
substantia gelatinosa ends in a mass of large nerve- 
cells, which make up the chief sensory nucleus of 
the fifth. From this arrangement of things we may 
reasonably infer that the fifth nerve is the sum of 
a number of posterior roots; and of these, as I 
have endeavoured to prove elsewhere,* only those 
fibres which conduct the various forms of sensation, 
common and special. 

The motor root arises from a mass of nerve- 
cells close to and internal to the chief sensory 
nucleus of the fifth, but consisting of cells of the 
motor or multipolar type. The arrangement and 
distribution of the motor root is comparatively 
simple. It supplies fibres to the temporal, 
masseter, and pterygoid muscles, also to the 
tensor tympani, mylohyoid, and digastric. 

The patient I am about to show you is one of 
Dr. Gowers’, and is interesting as showing the 
distribution of the fifth nerve. In May, 1895, 
this patient had some pain in the teeth of the 
left upper and lower jaws. In the following 
month he had left fronto-temporal headache and 
numbness of the left side of the face and mouth. 
Six months ago he had weakness of the right side 
of the face and diplopia. For three months he 
had herpes frontalis, with falling out of the hair 
of the left temporal region, so that when admitted 
he had a bald area extending backwards for about 


* ' Journal of Physiology/ 1892, p. 773. 
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three inches from the forehead, bounded by the 
middle line, and about one inch and a half broad. 
Under treatment the hair has grown again. When 
he came in there was marked weakness on the 
right side of the face, upper and lower, slight 
weakness of the leg, no giddiness nor ataxy; 
ocular movements were normal. There was 
almost complete anaesthesia of the region supplied 
by the left fifth nerve, affecting the face, cornea, 
gums, tongue, and head; there were a number of 
hepatic builae on the forehead and bald area 
above described, and paralysis of the left masseter, 
temporal, and pterygoids, with loss of faradic 
excitability; the knee-jerks were normal, and 
there was no clonus. He has anaesthesia of the 
hard palate, but not of the soft, which is supposed 
to be supplied by the ninth nerve, complete loss 
of sensation in the left half of the tongue, and 
loss of taste, which, however, is not quite so 
absolute over the posterior region. He has loss 
of sensation on the turbinate bone on the inner 
side of the nose. As to the motor affection, you 
will note that there is $ marked falling in over 
the temporal region and over the masseter; the 
zygoma stands out more than it should do, and 
more than it does on the other side. If you ask 
him to bite, you will find that the muscles in the 
left temple do not act; the masseter acts on the 
right side only. The jaw deviates to the left side, 
owing to the action of the right external pterygoid, 
so that the patient experiences great difficulty in 
masticating his food. The diagnosis made was 
that of some growth (gummatous) affecting the 
limit of the left fifth nerve, and probably pressing 
upon the pons. There was no history of syphilis, 
but the patient has improved very much under 
antisyphilitic treatment. 

Here is another case, one of Dr. Ferrier’s, 
illustrative of the distribution of the fifth nerve. 
It is a case of hemiatrophia facialis—a very 
mysterious disease, in which there is profound loss 
of nutrition of tissues over the area supplied by 
the fifth nerve. The loss of tissue is not confined 
to the skin, but affects the underlying fascia and 
even the bones. Therefore, though we presume 
that there is some profound alteration of the fifth 
nucleus, yet, so far as I am aware, that has not 
actually been shown; indeed, very little is known 
about the disease. You will notice that the 
tissues are wasted, and even the temporal bone; 


the upper lip is quite thin, and if you put your 
finger into his mouth you will feel that the cheek 
on one side is much less full than on the other. 
It also marks out the distribution of the alopecia 
which is met with in fifth nerve lesions. It is 
usual in this affection to find wasting of one side 
of the tongue, but that is not the case here. This 
case, moreover, differs from those usually de¬ 
scribed in the fact that there is well-marked loss 
of sensation. 

We will now pass on to the consideration of 
the seventh nerve. Of all the lesions of cranial 
nerves, perhaps those affecting the seventh are the 
commonest. The facial paralysis resulting from 
lesion of that nerve is well known to all, I will 
therefore not take up the time by detailed 
description of so common an affection. 

But, I should like to say something about the 
relation of the facial to the other nerves, as there 
are some interesting points as to the origin and 
course of the facial nerve, which, if remembered, 
will often help in diagnosis. On the wall is $ 
diagrammatic section of the medulla at the level 
of the facial and sixth nuclei, from which you will 
see that the facial nucleus lies deep in the substance 
of the medulla, ventral to that of the sixth. From 
the nucleus the fibres are seen radiating off towards 
the middle line. These fibres are gathered up 
into a compact bundle, which lies close to the 
median raphe, and just under the floor of the 
fourth ventricle. They then take a very curious 
course, which cannot be represented in any single 
section. They pass up for a considerable distance 
close to the middle line, then across, then back 
again in corkscrew fashion, to pass out as the 
seventh nerve. From this description it will be 
seen how close in its course in the medulla is the 
facial nerve to the sixth nucleus, a circumstance 
which affords considerable help in diagnosis of 
lesions in this situation. For instance, in bulbar 
paralysis there may be a degenerative lesion of the 
facial nucleus, in which case there will be a degree 
of facial paralysis,—not so extensive, however, as 
if the main trunk itself were cut across. The 
significance of this will be considered later. From 
the close relation of the sixth nucleus to the 


seventh nerve it is almost impossible for a haemor¬ 
rhage, or gumma, or small tumour to exist in this 
situation without affecting the sixth as well as the 
seventh nerve. 
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Thus we sometimes meet with facial paralysis 
associated with sixth nerve paralysis on the same 
side, pointing at once to that spot. Again, the 
facial and the sixth emerge very close to each 
other, and so in basic meningitis these two nerves 
are often affected, causing facial paralysis and 
paralysis of the external rectus on the same side. 
But if the lesion is of such a nature as to involve 
the sixth nucleus , we find loss of conjugate deviation 
on the same side as the paralysis. Another 
interesting point in the anatomy of the seventh 
nerve is its close relation in the aqueductus Fallopii 
with the chorda tympani. It is owing to this 
relation that loss of taste is so often found associated 
with facial paralysis. This loss of taste affects 
usually the anterior two thirds of the tongue on the 
same side as the paralysis. It exists in a very 
large percentage of cases of facial paralysis ; Dr. 
Gowers says half the number of cases, but I am 
inclined to think that this rather under-estimates 
the frequency of the lesion. The course taken by 
the fibres which conduct taste impressions appears 
to be extremely roundabout, typical, in fact, of the 
conduct of afferent impressions all through the 
nervous system. It is probable that the course of 
taste sensation of the anterior half of the tongue is 
as follows, tracing backwards towards the medulla. 
The fibres are first incorporated in the trunk of 
the lingual nerve; they then leave the lingual to 
form the chorda tympani, which passing through 
the skull and tympanum in close relation with the 
ear-bones, and down with the facial nerve in the 
aqueductus Fallopii,. join that nerve at an acute 
angle, so as to appear as if it were an actual branch 
of it. The fibres are now lost in the facial trunk, 
and it is believed that they bend back from this 
point to the geniculate ganglion of the seventh 
(though I am not aware that this has been made 
out anatomically), from which they issue again as 
the large superficial petrosal, which passes forwards 
along the vidian canal to join the spheno-palatine 
ganglion. This ganglion is connected by two 
roots with the middle division of the fifth, by 
which trunk probably the taste fibres ultimately 
reach the fifth nucleus. 

The ninth cranial nerve, or glosso-pharyngeal, 
is one of which our knowledge is most incomplete, 
and suggested rather by its anatomical distribution, 
as Dr. Gowers hints, than by direct clinical or 
experimental evidence. 


The nucleus of the ninth nerve is part of the 
large vago-accessorius, the ninth arising from the 
upper part, the lower being the spinal accessory, 
and the middle the vagus. That is one origin of 
the ninth nerve; but the ninth has also motor 
fibres, which arise from a long way down the 
medulla, and spring from what is known as the 
ascending root of the ninth. The ninth nerve 
supplies with motor fibres a very important part 
of the economy, namely, the pharynx, and is 
believed to have a good deal to do with the 
function of deglutition. We know that there is 
an important bundle going to the pharyngeal 
plexus. When the ninth nerve is affected there 
is generally found to be loss of reflex to vomiting 
in the pharynx; that is, a spatula may be worked 
about in the pharynx without the patient having 
any feeling of nausea. The glosso-pharyngeal is 
supposed to supply taste fibres to the posterior 
part of the tongue; in fact, fibres can be traced 
there, probably to the circumvallate papillae. And 
yet, when the fifth nerve is cut across, there is 
abolition of taste over the whole of the half-tongue 
on that side. Therefore, as in the case with the 
chorda tympani, it is probable that the taste fibres 
of the ninth nerve eventually reach the medulla 
by way of the fifth nerve, and tracing them back 
from the posterior part of the tongue, the path of 
the fibres may be as follows:—They lie in the 
trunk of the glosso-pharyngeal as far as the petrous 
ganglion, which they then leave as the tympanic 
branch or nerve of Jacobson, and farther as that 
branch of it known as the small superficial 
petrosal, which forms connections with the otic 
ganglion. This ganglion is connected by two 
roots with the inferior maxillary division of the 
fifth. If this be the fact, the parallel between the 
course of taste impressions from the anterior and 
posterior halves of the tongue is rather striking. 

I have now to mention the eleventh or spinal 
accessory nerve. This is another very difficult 
nerve to understand, and I regret I have not more 
time to bring out the points about it. But it 
appears to have a sensory nucleus and a motor 
nucleus. The sensory nucleus is the lowest part 
of the vago-accessorial nucleus; but one cannot 
say where the spinal accessory ends and the other 
begins. The spinal part has a very large origin 
indeed. It arises from the lateral horn of the 
cord to as low down as the eighth cervical roots. 
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and the fibres course outwards through the white 
matter to emerge 4 rom the lateral aspect of the 
cord by a number of roots, which finally combine 
to form the so-called accessory root of the spinal 
accessory. This part of the nerve is undoubtedly 
motor, and our knowledge concerning it is fairly 
clear. A lesion of it brings on paralysis of the 
sterno-mastoid and paralysis of the upper fibres 
of the trapezius. 

The innervation of the palate has always been 
difficult to understand; for a long time it was 
thought to be supplied by the facial, but this has 
been shown by Drs. Hughlings Jackson and 
Gowers to be not the case. The former sug¬ 
gested that the fibres to the palate were conveyed 
in the trunk of the spinal accessory. This has 
been confirmed by the experiments of Dr. Beevor 
and Mr. Horsley, who demonstrated paralysis of 
the palate on section of the spinal accessory. I 
shall shortly give reason for doubting that these 
fibres arise from the accessory nucleus. 

The case we will now have in is an extremely 
complicated one, and it is by the kindness of Dr. 
Ferrier that I am able to show it you. It is that 
of a young woman aet. 21, who was married in 
August, 1893, an< * about a month after the event, 
as she was running to her work, her face was 
suddenly drawn to the left side. It recovered in 
about five minutes, and on the next day, under 
similar circumstances, the same thing happened 
again. After parturition in December the paralysis 
of the right side of the face became permanent. 
In September her voice became weak, and she has 
had dysphonia ever since, due to paralysis of 
certain laryngeal muscles. Her throat became 
sore, and she had severe pain and throbbing in 
her left ear, but there was no abscess there. 
About the end of December, after the birth of her 
child, she noticed that her collar-bones began to 
protrude, and when drinking she sometimes had 
attacks of choking. She has complete facial 
paralysis. She is unable to blow her cheeks out 
or close the right eye. Her tongue protrudes 
straight, but the palate acts better on the left side 
than on the right. You will see how completely 
wasted the sterno-mastoid is, and also the upper 
fibres of the trapezius, due to lesion of the spinal 
accessory. Again, she shows loss of sensation 
over the palate, and loss of reflex sensation. The 
loss of sensation in the posterior part of the palate 


is probably due to lesion of the glosso-pharyngeal, 
and there is also some loss of sensation about the 
Eustachian tube, which is supplied probably by 
the same nerve. Owing, apparently, to some 
affection of the laryngeal muscles, she cannot 
swallow unless she turns her head to one side, to 
the side which is not paralysed. Her eighth 
nerve is also paralysed, ind she has complete 
nerve deafness on that side. Moreover there is 
marked abductor paralysis of the right vocal cord. 
She presents, therefore, the picture of lesion of 
the seventh, eighth, ninth, eleventh, and laryngeal 
fibres of the vagus, probably due to a local 
meningitis spreading from disease of the left 
middle ear, and involving these trunks close to 
their exit from the brain. 

In conclusion, it might not be unprofitable to 
consider certain interesting points in the relation 
between nerve nuclei, trunks, and distribution, in 
the course of which consideration you will see that 
there is yet much to be learned in the way of 
simple anatomy about the cranial nerves. The 
fibres arising from a nerve nucleus do not 
necessarily make up the whole nerve trunk,—that 
is, the nerve trunk may derive its fibres from 
sources other than the nucleus to which it appears 
to belong. Perhaps the most demonstrable in¬ 
stance of this is the seventh nerve. In a case of 
bulbar paralysis which Dr. Turner and I reported 
in ‘ Brain ’ some time ago we made a very careful 
study of the nerve nuclei, both anatomically and 
in the light of the clinical record of the case. We 
found that though his face was very much paralysed 
in the lower part, yet he retained the power of 
wrinkling his forehead, of frowning, and of closing 
his eyelids, indicating conservation of frontalis, 
corrugator supercilii, and orbicularis palpebrarum. 
But we found a complete degeneration of the 
seventh nucleus, which nucleus had not a healthy 
nerve-cell in it. Moreover the fibres which arose 
from the seventh nucleus to form the loop of nerve- 
fibres above described were degenerated. But to 
our surprise we found that the main trunk of the 
seventh, on emergence from the medulla, contained 
a large number of normal fibres. Therefore we 
concluded that the trunk must derive some of its 
fibres from somewhere other than the seventh 
nucleus. 

Mendel some years ago destroyed these muscles 
in a new-born kitten on one side, and found that 
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the third nucleus of that side m adult life was 
smaller than that of the opposite side. The 
muscles in question are associated in function 
very closely with eye movements; and so, putting 
these hints together, we suggested that though all 
the nerve-fibres to face-muscles are conveyed in 
the facial trunk, those to the upper face(oculo-facial) 
are derived from the third nucleus by way of the 
posterior longitudinal bundles. If this be true, a 
complete degeneration of the third nucleus should 
present, in addition to ophthalmoplegia, paralysis 
of the frontalis, corrugator superciiii, and orbicu¬ 
laris palpebrarum. This has since been observed 
by Dr. Jackson, but it is rare. By the same 
process of reasoning we inferred that the lips 
were supplied by motor fibres derived from the 
twelfth or hypoglossal nucleus, but undoubtedly 
conveyed in the trunk of the seventh. This is 
less easily demonstrated, however. Of all the 
nuclei affected in bulbar paralysis, the hypoglossal 
nucleus is the main and most important. The 
early symptoms of the disease, I believe, mainly 
refer to degeneration of the hypoglossal nucleus. 
Anatomically the hypoglossal nucleus is sup¬ 
posed to supply only the fibres of the twelfth nerve 
trunk, which innervates, the tongue and a number 
of hyoid muscles. But typical bulbar paralysis 
consists essentially of paralysis of lips, tongue, 
palate, and larynx ; hence the cumbersome name, 
glosso-labio-laryngeal palsy. Now the fibres to 
the palate are believed to be conveyed in the 
trunk of the spinal accessory, and those to the 
larynx by way of the vagus and its inferior laryn¬ 
geal branch. It is true that the spinal accessory 
motor nucleus may be profoundly degenerated in 
bulbar paralysis, but the vagus nucleus is probably 
never affected ; therefore it is not unreasonable to 
infer that the laryngeal fibres are derived from 
the hypoglossal nucleus; perhaps those to the 
palate may have a similar origin.' « 


‘ Cascaritte.-^Schoenlaub. recommends it as a 
substitute for cascara sagtada in habitual consti- 
pition, in pills of one and a half grams, one to 
four being taken in the evening. The advantage 
of cascarine is that it acts with more certainty and 
without causing colic.— Schweiz. Wofaf. 


DEMONSTRATION .OF CASES 

At the Monthly Meeting of the North-West London 
Clinical Society, October 21, 1896. 

The President, Sir JOHN WILLIAMS, Bart., M.D., 
in the Chair. 


Chronic Rheumatism, causing Ankylosed 
Knee and Elbow. Treated by Hot-air 
Baths. 


Dr. Sibley exhibited a young woman, the subject 
of chronic rheumatism. The patient was an 
unmarried woman, aet. 26, the onset of the illness 
occurring two and a half years ago. Her mother 
was said to have suffered from rheumatism fifteen 
years. The patients father died at 56, of kidney 
and heart troubles. The patient had always been 
well until two and a half years ago, but as a girl 
had suffered from anaemia. The rheumatism 
commenced in the right little finger, then in the 
left big toe, followed by the right knee and the 
remaining fingers, and later still the disease was 
manifested in the hands and elbows in succession. 
She had had a cold in the chest, causing loss of 
voice over a period of five weeks. 

In August, 1884, she went to Bath, where she 
remained seven months, taking the baths at the 
Mineral Water Hospital in October. Simul¬ 
taneously she had salicylate treatment. She, 
however, had a series of colds, and her condition 
getting worse she ceased taking the waters, 
returning home fApril, 1895, in many respects 
better. Shortly afterwards, however, she had a 
relapse, and in November, 1895, was nauch worse; 
she was unable to open her mouth on account of 
rheumatism in the jaw. In January of this year 
she went to Brecon. She was given colchicum, 
salicylates, iodide of potassium, and tonics. Cata¬ 
menia were regular, but she had dysmenorrhoea. 

Oh admission, September 30th, 1896, she used 
crutches,- which she had required for: two years, 
and was unable to walk up and downstairs; neither 
could she wash her neck or put on or take.off her 
jabket, nor do up her hair. She fed herself with 
difficulty, as she could hot get her. hands to her 
mouth readily; she was unable to see the backs of 
her hands. The pulse was 7 2* regular ; no cardiac 
bruits. The middle phakngbad jioints of both 
hands were considerably affected, and the right 
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little finger was deformed at the terminal phalanx. 
The wrists were thickened, and the hands deflected 
outwards. Both elbows were almost flexed at right 
angles, and completely pronated; little or no 
flexion, extension, or rotation could be obtained. 
Both movements of the shoulders were fairly free, 
but there was considerable grating. The right 
knee was quite ankylosed at nearly a right angle, 
and the muscles of that leg and thigh were much 
wasted. The tips of the toes could just be placed 
on the ground, and the limb was so powerless that 
it could not be raised off the bed without assistance. 
There was considerable thickening around the 
knee-joints, but little or no effusion. The tendons 
at back of knee were very rigid, tense, and fixed. 
The patient was unable to place this foot on the 
ground without a gutta-percha splint around the 
knee-joint, and even then no weight could be 
borne on the limb. There was oedema on the 
dorsum of the left foot, and pain accompanied 
movement. 

Dr. Sibley exhibited skiagraphs and ordinary 
photographs to illustrate the condition; also the 
apparatus for giving the hot-air baths. The heat 
was supplied by gas, and as the air in the cylinder 
was dry, it could be raised to a very high tem¬ 
perature—even to 300° F. The limb was kept in 
the cylinder for three-quarters of an hour at a tem¬ 
perature of 200° to 250°, and the skin usually 
stood the heat remarkably well, showing only a 
little erythema. If the patient complained of the 
heat, a valve was opened and air admitted. 
During the treatment the limb was wrapped in 
flannel, and the patient usually perspired freely 
all over the body. In the mouth two or three 
degrees above normal temperature was noticed 
during the bath. The fact was difficult of expla¬ 
nation. The temperature always dropped to 
normal about half an hour after the bath. The 
first effect of the baths on the present* patient 
was relief from the severe pain she had been ex¬ 
periencing. The hdths were commenced' on 
October 1st, and he how proposed to show the 
results of the sixteen essays of it she had had in 
that'time; There is now sufficient movement of 
the elbows and wrists to enable her‘to' wash her^ 
self, dress herself, and doi up the front hair; she 
could alsd feed herself with ease. 11 When ^he 
first came to London he thought they would be 
able to improve her elbows £0 that ahe could Use 


her arms effectually, but he had small hope of the 
knee-joint unless she were put under an anaesthetic, 
so that the adhesions could be broken down. 
Yet, though this had not been done, distinct 
movement is now apparent. Whilst the knee was 
in the cylinder attempts to move it had been 
made. A remarkable point was the absence of 
effusion into the knee-joint, for his experience had 
shown him that acute effusion followed the break¬ 
ing down of adhesions. There was a good deal 
of muscular wasting, especially of the calf; but 
she had never felt any pain in the joint. She 
could now get up and down stairs with fair comfort 
with one crutch, and was able to shuffle across the 
room without her crutches. He was showing the 
case in the midst of the treatment which he had 
been describing. 

Mr. Jackson Clarke congratulated Dr. Sibley 
on the result in the interesting case shown. His 
(Mr. Clarke’s) only experience of the treatment 
was in a case where the effect was not lasting. In 
the case he alluded to there were a large number 
of bursal protrusions from the synovial membrane. 
Still, he could well believe that a certain propor¬ 
tion of these troublesome cases might derive benefit 
from the hot-air method. 

He asked what Dr. Sibley meant by the term 
“ adhesions ” in these cases. He (Mr. Clarke) had 
opened many hundreds of these joints (assuming 
the case under consideration to be rheumatoid 
arthritis), but he had never seen any true adhesions 
in them. Possibly Dr. Sibley meant obstructions 
which caused a grating sound on movement; this 
was produced by the denudation of cartilage from 
the bone, and by the osteophytic growths from the 
margins of the cartilages, and very often from 
hypertrophied synovial fringes. He had never 
found adhesions in these cases in the sense of 
fibrous bands joining one articular surface to 
another. 

Dr* Sibley, in reply, said he did not believe that 
in these cases there were fibrous adhesions; they 
Were rather calcareous adhesions from arthritic 
substance deposited on the ends of the bones, 
causing them to stick together. These, he be¬ 
lieved, beqame dissolved under the influence of the 
hot air. 

Fracture and Dislocation of Forearm. 

•M-r*W-. H. BATTLEshoweda boy, aeL 3, whohad 
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been under his care at St. Thomas’s Hospital for 
fracture and dislocation of the forearm. He brought 
it forward, he said, to enable members of the 
Society to see the result where the condition before 
operation was shown so clearly as in the skiagraph 
he exhibited. Three weeks before admission to 
the hospital the boy fell and injured his right arm, 
which was treated with splints. At the end of 
three weeks the arm could not be bent to less than a 
right angle, and there was very considerable impair¬ 
ment of movement about the joint. The head of 
the radius was dislocated forwards and a little out¬ 
wards, and there had also been a fracture about 
the middle of the ulna. When the arm was 
straightened the head of the bone could be got 
almost into position under chloroform, but not 
quite, and that was accounted for by the shortening 
resulting from the union of the fractured ulna. 
There seemed no prospect of a good result except 
by excision of the head of the bone. Therefore, 
about three weeks ago he .excised the head of the 
radius, and the movement was already very con¬ 
siderably increased, in fact he had all the move¬ 
ments belonging to a healthy joint, except that 
supination was a little limited, owing to the pre¬ 
sence of some slight adhesions, which would yield 
to passive movement. 

These cases of fracture of the ulna, with dislo¬ 
cation of the radius forwards, were, in Mr. Battle’s 
experience, some of the most difficult cases sur¬ 
geons had to treat, especially when the bone was 
obliquely fractured, because the tendency of the 
muscles of the forearm was to displace the ends of 
the bones by their tonic contraction. He chose 
the anterior incision in the present case because the 
bone seemed to come so freely underneath the 
muscles, and so well towards the front. At the 
operation there was no difficulty at all; no nerves 
were encountered, and only one small vessel re¬ 
quired a ligature. He had excised the head of the 
radius in a private case, where the bone was con¬ 
siderably altered, and there was a prominence on 
the head of the radius. He removed the part 
above the tubercle by means of a posterior external 
excision. 

A Case showing Result of Kraske’s Opera¬ 
tion for Excision of Upper Half of 
Rectum for Cancer. 

Mr. Jackson Clarke showed a man, aet 52, on 


whom this operation had been performed, and ex¬ 
hibited the portion of bowel removed, which 
included the upper part of the rectum and a small 
piece of the sigmoid flexure. He removed the 
growth nine months ago, and the man had now 
been working " full time ” at his trade—that of a 
carpenter—for three months. The operation had 
only been employed ten years, and, in his opinion, 
it marked one of the greatest strides in surgery 
during the last few years. 

The facts of the case were as follow : Symptoms 
had been present five months, when the patient 
was sent to him by Dr. W. M. Whittaker. The 
symptoms consisted of alternating constipation and 
diarrhoea,* with a sense of illness during the periods 
of constipation, and some streaky haemorrhages 
were noticed by the patient in his evacuations. 
The growth could just be felt from the anus, and 
when examined under an anaesthetic it appeared to 
be moveable from below. He decided to do a 
preliminiary exploration before removing the 
growth ; therefore a median incision was made, and 
his senior colleagues, Mr. Durham and Mr. Mayo 
Collier, agreed fc that the condition admitted of the 
operation. There was no extension of the growth 
to the bladder, nor to the periosteum of the sacrum. 
At one time, and by many still, it was thought de¬ 
sirable to do a preliminary colotomy; therefore he 
did a left inguinal colotomy. He thought that if he 
pulled out a loop of the gut over a glass or india- 
rubber rod (Mayde’s operation) he would be 
drawing too much on the sigmoid, and there might 
be difficulty in getting the whole growth away sub¬ 
sequently. The colotomy was accordingly done on 
the plan recommended by Mr. Harrison Cripps, 
viz. drawing down as much of the bowel as possible. 
This allowed the faeces to escape freely, but it was 
found impossible to prevent some of the faeces 
coming down by the rectum. With that experience 
he had come to the conclusion that colotomy was 
unnecessary in cases such as this. 

The patient mended very well from the two 
operations; then he had an attack of influenza, 
which put him back somewhat, so that the larger 
operation was not performed until January i8th, 
he having entered the hospital a month before that. 

Mr. Clarke said he performed the usual para¬ 
sacral operation with the patient on the left side. 
He made an incision from the tip of the coccyx to 
the sacrum, and then deviated a little to the left 
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side up towards, but stopping short of, the posterior 
inferior iliac spine on that side. After removing 
the coccyx and chipping off the last sacral vertebra 
and left edge of the sacrum as high as the posterior 
sacral foramen, he detached the sacro-sciatic liga¬ 
ments ; he was then left a free space to get at the 
rectum, and the ureters were not encountered. He 
opened the peritoneum on each side of the rectum, 
and drew the rectum down, to do which the 
mesentery had to be cut at the back, and the 
whole of the growth was drawn out from the lower 
wound. The lowest part of the cancerous ulcer 
was just opposite the end of the truncated sacrum. 
He used two pieces of india-rubber tube to isolate 
the portion to be removed. 

He closed the peritoneal aspects of the bowel 
by stitches through the whole gut. The posterior 
fourth of the bowel he united by Lembert sutures. 
The Lembert sutures gave way, and the patient 
was left with a fistula. This he afterwards tried to 
close by plastic operation, but failed. He could 
have undertaken a more extensive plastic operation, 
but under the circumstances he thought it would 
be better to join the anus into the fistula, and 
accordingly did so. The patient was left with a 
colotomy opening, which was closed by a plug 
with india-rubber straps, and was able to get along 
as comfortably as any colotomy case would do. 
There had been no local return of his cancer when 
last examined, h6 had been doing his work, and 
was in good appetite. He dare not trust to a 
Murphy’s button in that or any position where it 
came against the peritoneum, because the rim so 
often cut through. If there were some safe 
arrangement which would permit completion of 
the work quickly and safely, the entire wound 
might be closed up, with the absolute certainty of 
getting a good result, in a case like the present, 
where the anal portion of the gut was sound. 
After getting away the cancer, all that remained to 
be done was to close up the inguinal colotomy 
opening, which he did by freeing the mucous edge 
of the orifice, and running a continuous stitch 
along so as to approximate the mucous membrane. 
Then he opened the peritoneum all round the 
opening, and drew the gut together by Lembert 
sutures placed close together. He listened after¬ 
wards and heard a small shrill squeak of gas 
escaping at one point, therefore he put a second 
row of sutures and dropped the gut back into the 


peritoneal cavity, then closed the parietes over. 
The only things complained of by the patient 
afterwards were hunger, and for a day or two a 
slight pain when wind passed along the sigmoid. 
His temperature did not depart from the normal. 

From his experience of it, and from the observa¬ 
tions he had made in the post-mortem room, he 
thought the operation would be more commonly 
practised in the near future. As regards life, he 
thought the operation a good and safe one. When 
a few small^details were made perfect, the operation 
would be as satisfactory as any operation for cancer 
could be. He had removed some of the sacral 
glands along with the growth, and found the be¬ 
ginnings of cancerous deposit in them. 

Mr. Battle thought they might assume that 
the whole of the cancer had been removed, and 
that the patient’s prospect of freedom from the 
disease was a good one. He would be glad to 
learn what was the longest recorded length of life 
after the operation for such extensive disease. He 
would also like to know more exactly what amount 
of inconvenience the patient suffered at present 
from the opening. He further asked what was 
Mr. Clarke’s reason for not using the colotomy 
wound more freely with the object of diverting the 
faecal stream while the fistula was und ef treat¬ 
ment. 

Mr. Jackson Clarke, in reply, quoted some 
statistics of Mr. Paul, of Liverpool. Speaking 
from memory, he thought that out of six or seven 
cases, two had been free from cancer for more 
than three years. But the operation was really 
too new for the collection of reliable statistics. As 
to the amount of discomfort, the patient had one 
good motion daily, but he had to retire occa¬ 
sionally to rearrange the pad ; he was able to pass 
wind without removing the pad. 


A Case of Meniere’s Disease. 


Dr. Sibley showed a young woman, a cook, the 
subject of Meniere’s disease, who came under his 
care in August this year. Five years ago both her 
ovaries and a double pyosalpinx were removed in 
the Chelsea Hospital for Women. Two years 
ago she commenced to have noises in her head, 
resembling rain falling on a skylight, and this 
was accompanied by a considerable amount of 
giddiness and mental depression with deafness, 
which symptoms progressed, though she had been 
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seen by many doctors, and attended various 
dispensaries. Local applications to her nose and 
throat had been used, and a nasal polyp had 
been removed at one hospital. A year ago 
she was compelled to give up her work, as the 
noises kept her awake at night. Shortly before 
Dr. Sibley saw the patient she had had one or two 
attacks of semi-unconsciousness, and fell down 
and hurt herself on more than one occasion. 
When he saw her she was absolutely deaf in the 
right ear, and was unable to hear a watch held in 
contact with the meatus. He scarcely knew what 
treatment to adopt, therefore tried a hot-air bath, 
which certainly seemed to do her good, for the 
oppression disappeared, and she had much better 
nights, though the noises persisted. She had had 
eight baths, at irregular intervals. The noises 
were then described as more distant. A week or 
two ago, as she improved, she returned to work 
and did a day’s cooking. But she had another 
attack of vertigo, which did not amount to com¬ 
plete unconsciousness, and her head became very 
bad. After the last hot-air bath she distinctly 
heard a watch an inch from the head, and seemed 
to be improving; but another attack occurred. 
She had menstruated at regular periods, lasting 
for about five days ; the last time it was very pro¬ 
fuse. The right arm was put in the hot air each 
time; no drug treatment had been employed 
simultaneously. 

Post-Typhoidal Bone Lesion. 

The patient, shown by Mr. Jackson Clarke, was 
a girl aet. 14, who twelve months previously had 
an attack of typhoid fever, which kept her in bed 
nine weeks. As soon as she began to get about 
she felt pain and a lump in the middle of one of 
the tibiae, which was smaller than at present. 
There were pain and tenderness at the spot, and 
evidences of active inflammation in redness of the 
skin over the swelling. He«had been unable to 
glean any history which would lead him to regard 
it as a specific node, therefore he concluded it wa9 
a typhoid lesion of the bone. Typhoid lesions 
differed from other post-exanthematous bone affec¬ 
tions in not being so rapidly destructive of bone. 
He had advised that the patient be brought in 
hospital. Possibly an abscess had formed and was 
surrounded by compact tissue. 

Dr. Macevoy asked how such a case could be 


differentiated from a merely periosteal node, such 
as were met with after typhoid fever, and whether 
the effect of iodide of potassium had been tried 
on it. 

Mr. Jackson Clarke, in reply to Dr. Macevoy, 
said he agreed as to the possibility of the lesion 
being a periosteal formation, but from its hardness 
he judged there was a formation of new bone. He 
had not tried iodide of potassium, as she had been 
attending only a fortnight; but he had ordered her 
iron, rest, and applied Scott’s dressing, and the 
affection had been getting worse nevertheless. 
Possibly it would be necessary to chisel away the 
bone. 

A Case of Headache. 

Dr. Sibley showed a single young woman, aet. 23, 
the subject of severe, persistent headache. She 
was a domestic servant, and had suffered from 
severe headache since August, 1895, so that it 
compelled her to cease work. The catamenia had 
been absent since January, 1896 ; but before that 
time it had not been very regular. She had never 
had any serious illness, and there were no physical 
signs evident to explain her condition. Though 
almost every drug had been given her, she got no 
better, and had latterly lost flesh. The specialists 
of the hospital had reported that there was nothing 
wrong with her eyes, ears, nose, or generative 
organs, except that the latter were small. The only 
drug which gave her relief was antipyrine, in con¬ 
sequence of which she had got into a habit of 
taking it rather frequently. Her own impression 
was that the headaches were worse after food. He 
had had her stomach washed out recently, when 
there was evidence of dilatation of that viscus; 
some improvement followed that procedure, but it 
was only transient. At present she was having 
strychnine and iron. She had had bromides, 
valerian, iron, antipyrine, chloral, Easton’s syrup, 

\ and other medicaments, including acids and 
alkalies. Her temperature was slightly subnormal, 
and her bowels had been kept regular by calomel 
The pulse was usually slow, and the whole con¬ 
dition was obviously functional. 

Dr. Cagney suggested that the family history 
might help them. It occurred to him that the 
patient was iU-nourished, and that her system was 
fundamentally defective, which could possibly be 
traced to a strain in the family, or some distinct 
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nervous disease. Dr. Sibley had not mentioned 
anything about the urine, but an examination of it 
might reveal some condition which would bear 
upon treatment. He thought there would be far 
more hope from cod-liver oil and iron and good 
food than in any so-called specifics for headaches. 

Dr. Sibley, in reply, said he could make nothing 
out of the family history; there had been no fits 
in the family, and the patient had not suffered 
from them. The urine had been examined re¬ 
peatedly, was acid, sp. gr. 1020, and contained 
no albumen. She had been put on a liberal diet, 
with wine and cod-liver oil, but it made her 
worse. Recently she had been on milk, vegetables, 
and porridge. She had also had fish diet. 

Suture of the Ulnar and Median Nerves 
after Accidental Division. 

. Mr. Jackson Clarke showed a man, aet. 53, by 
trade a glazier, who fifteen weeks ago, while 
carrying a sheet of glass under his right arm, fell 
down and cut half-way through his axilla, both 
pectorals, and the latissimus dorsi and teres major 
muscles, the median and ulnar nerves, and the 
axillary vein, but not through the musculo-spiral 
nerve. He had brought him to illustrate the slow 
rate at which recovery occurred in a sutured nerve. 
For thirteen weeks there was no trace of any return 
of sensation in the areas of either the median or 
ulnar nerves. After the lapse of those thirteen 
weeks, however, sensation over the median area in 
part returned,—that is, part of the palm and skin 
over the first phalanges. There was not yet any 
return in the second phalanges, or on the inner 
side of the finger. He hoped that in time the 
muscles would regain their power. There was now 
a little delayed hypenesthesia. At the time of the 
accident the whole of the axilla was fully displayed. 
His hand shows some wasting of muscles. There 
had scarcely been any cedema at all. 

In reply to Mr. Battle, Mr. Clarke said the ope¬ 
ration was performed within two hours after the 
accident. The sutures used were of sulphuro- 
Chrbmic gut. 

Gouty Orchitis. 

Mr. Jackson,Clarke showed a typical case of 
gouty orchitis in a man aged about 55. Over 
hi9 scrotum were a nuthber of very hard tophi/ 
which occasionally discharged urate of soda/ 


There. ivas no history of syphilis or gonorrhoea, 
and nothing suggestive of tubercle. He had had 
the scrotal tophi as long as he could remember. 
He (Mr. Clarke) had given him alkalies, and 
citrate of lithia and guaiacum, under which he had 
improved; and he had recommended him to cease 
, taking beer and substitute whisky and water. The 
body of the testis was tense and smooth, but 
neither so much swollen nor so painful as it had 
been. 


CASES DEMONSTRATED AT THE 
CLINICAL MUSEUM. 

BV 

JONATHAN HUTCHINSON, LL.D., F.R.S. 
(Reported by J. T. Conner, M.D.) ' 


Multiple Ulcers on the Arm and Forearm 
following Vaccination (Factitious ?). 

The patient was a young woman set. 26, brought 
by Mr. Jonathan Hutchinson, jun. The front and 
outer aspect of the left arm and forearm, from the 
shoulder to the wrist, were covered with oval 
ulcers about an inch in length. They were of 
healthy appearance both as to their edges and 
granulations, but the former were slightly elevated. 
The circulation in the arm and hand was feeble. 


This was the history. Five and a half months 
ago she was vaccinated whilst in good health. 
The vesicles ran the ordinary course and healed, 
but on the fourteenth day some small vesicles 
appeared near, which quickly ulcerated. Ulcers 
have continued to form ever since on the limb. 
Careful treatment and daily dressings have failed 
to produce a cure. Some become healed but 
break down again. 

Mr. Hutchinson said that the ulcers had neither 
the appearance of a syphilitic or tubercular process, 
nor of any other disease. Thus the conclusion 
that they were factitious was suggested. The 
young woman was Said to be nOt‘ hysterical, and 
there was apparently an entire absence of motive. 
But he had known a case in which a young lady, 
highly educated, in the best surroundings with 
everything to-make her happy, had produced 
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ulcers by applying a strong mineral acid. A 
morbid craving for sympathy and a desire to attract 
attention was, no doubt, the motive. He would 
not definitely conclude that the ulcers in this case 
were self-inflicted. The exact manner in which 
they were originated should be noticed, whether 
sloughs formed, and whether those which were 
healing relapsed quitesuddenly. If neither occurred 
he would conclude that they were not factitious, but 
belonged to a group of cases which he had lately 
observed. A trifling injury, such as a burn or a 
whitlow, might give rise to vesications in adjacent 
parts, which would continue to spread, and be re¬ 
produced long after the original cause had ceased 
to exist. Here the inflammation from vaccination 
was a possible focus of infection. He always 
insisted that inflammation per se was a contagious 
process. 


Leucoderma. 

The patient was a youth aet. 20. Three years 
ago, whilst in good health, he noticed that his 
hair was turning grey in patches, and that white 
spots appeared on the penis. Later his face, neck, 
and trunk were affected. He now showed on 
these parts irregular white areas almost perfectly 
symmetrical. He was of florid complexion, and 
the white patches on the face strangely contrasted 
with the red colour of his cheeks. 

Mr. Hutchinson remarked that in this disease 
the mistake was often made, both by patient and 
doctor, of supposing that the skin was becoming 
darker instead of paler, as the unaffected parts by 
contrast appeared darker than natural. He thought 
that there was some resemblance between psoriasis 
and leucoderma. Many years ago he had stated 
so. In both patches formed, which spread at 
their edges, and were infective to other parts. 
Therefore he was led to prescribe arsenic. He 
thought it tended to arrest the disease. But the 
pigment could never be restored. He had known 
the disease to remain quiescent for twenty years, 
which was proved by comparison of the patient 
with a photograph. 

Favus commencing in the Adult. 

The patient was a feeble-minded woman aet. 62. 
The disease commenced five years ago, and had 
now involved the whole scalp, having destroyed the 
hair over about half the surface, leaving smooth 


pink bald areas. The discs varied in size from a 
pin’s head to a threepenny bit, coalescing into 
patches towards the edge of the scalp. The 
characteristic mouse-like odour was distinct. Mr. 
Hutchinson showed that the discs could be easily 
detached, leaving a surface which was sound and 
did not bleed. The nails looked suspicious, but 
were not characteristic. It was rare for this disease 
to persist from childhood to adult life, but he had 
never known it to attack an adult before. 


A Remarkable Case, possibly allied to 
Sclerodermia. 


The patient was a man aet. 35. He enjoyed 
good health up to the year 1888, when a very 
peculiar febrile illness occurred in the early part 
of October. His evening temperature reached 
104°, falling i p to 2 0 in the morning. He was con¬ 
stipated, and the motions at times contained blood. 
Though no spots were to be seen, the diagnosis 
of typhoid fever was made by his medical attendant. 
Dr. Crabb of Holloway. This was confirmed by Dr. 
Lauder Brunton in December, but he afterwards 
abandoned that opinion. On December 9th there 
were erythematous nodules on the face almost 
closing the eyes; others appeared later on various 
parts of the body; ulcers formed on the hands 
and feet The temperature remained elevated 
above ioo° to the end of March, at times rising 
to 104°. After this period of five and a half 
months of pyrexia the temperature fell to normal 
on March 28th, and remained so until April 7th, 
when it began to rise day by day, reaching 104° 
on the evening of the 21st. It gradually fell to 
normal again in the beginning of June. In the 
middle of September his right eye became promi¬ 
nent, and the conjunctiva congested. At this 
time he was feeling quite well. This subsided in 
six weeks. The skin was left indurated when the 
nodules subsided, and the hands and feet dusky 
and covered with scars. 

When he presented himself for demonstration the 
hands were dusky and livid, but showed no trace of 
induration. The finger-pulps were destroyed. The 
skin had become atrophied at the seats of former 
induration. This was very evident on the face, 
causing prominence of the malar, temporal, and 
frontal bones, over which the skin appeared tight. 
On the outer side of the thighs was a depression 
extending downwards from the great trochanters as 
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if produced by atrophy of a band of cellular tissue. 
The soles of the feet were so tender that he could 
not follow his occupation. 

Mr. Hutchinson regarded the case as allied to 
sclerodermia. As a whole it was quite without 
parallel in his experience, though he had seen 
cases resembling it in some features. The very 
prolonged period of pyrexia and the proptosis re¬ 
mained absolutely without explanation. 

Lichen Scrofulosorum. 

The patient was a boy aet. 7. On his shoulders, 
body, and hips were papules about the size of 
pins* heads, yellowish, but not differing much in 
tint from the skin. For the most part they were 
aggregated into patches, but there were a few dis¬ 
crete here and there. To the touch they were 
rough like a nutmeg-grater. 

Mr. Hutchinson remarked that the papules in 
Hebra’s portrait were much larger and scattered 
over the abdomen. Microscopic proof had been 
given in one case that the disease was tubercular. 
If so, it was a very mild form, and had no tendency 
to progress, but yielded readily to inunction of 
cod-liver oil. The worst case he had seen was 
combined with lupus vulgaris. 


THE CIRRHOTIC LIYER. 


In an interesting article in the Birmingham 
Medical Review on the above subject by Dr. 
Rolleston and Dr. Fenton, the following conclu¬ 
sions from 114 of the post-mortem records of St. 
George’s Hospital are arrived at:— 

There is a high rate of mortality from tuberculosis 
in cases of cirrhosis, and in fatal cases of cirrhosis, 
pulmonary tubercle, often obsolete, is found in 21’2 
per cent.; while in latent cases of cirrhosis, death 
occurring from other causes, pulmonary tubercle 
was less frequent, being present in 14 per cent. 

Taking all the cases, cirrhosis is commoner in 
males, 5—2, but it is more often latent than in 
females; the proportion of males to females in 
cases fatal from cirrhosis is 3—2, while it is latent 
four times oftener in men. 

Cirrhosis is fatal to women earlier (three years 
eight months, or at the age of 46*6 years) in life 
than in males (50*3 years). 


There is little or no difference between the 
average ages of persons dying from cirrhosis and 
those dying from other causes but with cirrhotic 
livers. 

Alcoholic cirrhosis is fatal earlier (three years 
four months on the average) than non-alcoholic 
cirrhosis; this is more especially so in females. 

Cirrhotic livers are, on the average, considerably 
increased in weight (65*49). 

The liver of cases dying from non-alcoholic 
cirrhosis is very much lighter (weighing 41 ounces) 
than the liver of cases dying from alcoholic cirrhosis 
(67*7 ounces). 

Alcoholic cirrhosis is commoner than non- 
alcoholic cirrhosis. 

There is not any difference between the weight 
of the alcoholic liver in cases fatal from cirrhosis 
and in cases with cirrhotic livers fatal from other 
diseases. 

There is, on the other hand, a marked difference 
(20 ounces) between the weight of the non-alcoholic 
livers in cases fatal from cirrhosis and in cases 
with cirrhotic livers dying from other diseases. 

In cases fatal from cirrhosis, the heavier livers 
are found at an earlier age than the lighter ones. 

When cirrhosis is latent, the weight of the liver 
diminishes with age. 

Malt liquors and spirits may both give rise to 
enlarged cirrhotic livers. Our figures, though 
scanty, are opposed to the view that beer 
necessarily or usually gives rise to an enlarged and 
spirits to a contracted cirrhotic liver. 

Fatty change was more marked, contrary to 
expectation, in spirit-drinkers’ livers. 

Fatty change occurs equally in large and small 
cirrhotic livers; half of the larger livers (weighing 
over 60 ounces) did not show any fatty change. 

In cases fatal from cirrhosis the liver weighs 
less than normal in 23 per cent, of the cases. 

Of cases fatal from cirrhosis 80 per cent, were 
alcoholic, 12*7 per cent, non-alcoholic, and in the 
remainder there was no evidence either way. 

In women dying from the effects of cirrhosis a 
large liver associated with head symptoms and 
with little or no ascites is more frequent earlier in 
life, while later a small liver and ascites are more 
often met with. 

Ascites and haemorrhages were commoner in 
males than in females dying from cirrhosis. In 
males the antagonism between head symptoms 
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and ascites is not so plain as in females, although 
head symptoms occurred in the same proportion 
<61 per cent.) in both. 

In both sexes the decade between fifty and sixty 
years of age is the one in which most deaths result 
from cirrhosis. 

In patients with latent cirrhosis the liver was 
generally much enlarged, weighing on an average 
67*19 ounces. In only.one group—cases fatal from 
granular kidney—was this not so. The weight of 
the liver in fatal granular kidney approaches the 
normal weight. 

Taking the average weight of the normal spleen 
as seven ounces, it is increased in the cases fatal 
from cirrhosis; whereas it appears that latent 
cirrhosis does not, apart from complications, lead 
to splenic enlargement. 

The average weight of the spleen is heavier in 
alcoholic than in non-alcoholic cases of cirrhosis. 

In cases fatal from cirrhosis there is no constant 
relation between the weight of the liver and that 
of the spleen. This appears to be true also of all 
cases of cirrhosis—fatal and latent taken together. 


SEPTICEMIA — RESULT OF ALVEOLAR 
ABSCESS. 


Mr. L. Strangways Hounsell communicates to 
the * Dental Record/ vol. xvi, No. 9, the following 
case of septicaemia, the result of alveolar abscess:— 
Sidney R., a lad of 13, first complained of 
toothache on Friday, March 27th, and his face 
commenced swelling on the 28th. He was able 
to go about as usual, but on the 29th, the swelling 
increasing, he came to Guy’s Hospital (dental out¬ 
patients) on Monday, the 30th. His face appeared 
much swollen and cedematous on the left side, 
which extended to the orbital region. With some 
difficulty his mouth was opened sufficiently to ob¬ 
serve that the upper first permanent molar was 
carious, and that pus was oozing between the gum 
and its neck. It was removed without difficulty, 
being very loose, and a considerable quantity of 
pus flowed from the socket. The patient seemed 
relieved, and was sent home, with instructions to 
keep warm and quiet. Shortly after reaching home 
he appears to have become delirious, and he was 


therefore put to bed. Later in the evening he be¬ 
came unconscious, and lost voluntary control over 
micturition and defascation. Upon learning'from 
his father his condition, arrangements were at once 
made to admit him as an in-patient in the clinical 
ward at midday. 

From the presence of internal strabismus, he 
appeared to be suffering from meningitis, which 
was subsequently found to be congenital; but 
eventually septicaemia was diagnosed. His pulse 
registered 156, and his temperature was as high 
as 104*5°. The pupils were dilated, arid muscular 
twitching of both the sterno-mastoids was present; 
the facial muscles and others of the neck were also 
affected, and at times those of the extremities. 
The face was swollen and cedematous; on the left 
side the hard palate also was affected, and blood 
and pus were oozing from the socket of the ex¬ 
tracted molar. A probe passed into the cavity did 
not appear to penetrate the antrum, and there was 
no nasal discharge. The neighbouring lymphatic 
glands on the left side were much enlarged. 

The patient remained in much the same con¬ 
dition during the night, but next morning the 
muscular twitching was less marked, and at 10 p.m. 
the temperature fell to ioo°. From the morning 
of the 2nd the patient continued to improve, and 
in the afternoon an antral syringe was used to 
thoroughly wash out the cavity, and it was then 
seen that the second upper left molar was loose, 
and under the circumstances it was removed, 
affording a freer drain, and precluding the possi¬ 
bility of the patient swallowing it whilst still semi¬ 
conscious. The tooth was examined, and found 
to be perfectly polished and completely denuded 
of periosteum, being bathed in pus and exudation 
from the wounds. Under a treatment of injections 
of anti-streptococcus serum he made remarkable 
progress, and was eventually sent out with nothing 
worse than a little necrosis of the alveolar portion 
of the left superior maxilla. 

He continues to attend the dental out-patient 
department, and it seems probable that the bone 
will separate as far forward as the canine. The 
partially erupted wisdom was also removed; still 
it is probable that the little patient will only have 
the loss of his teeth to remind him of his visit to 
Guy’s Hospital. 

At the June meeting of the Odontological 
Society, during the discussion which followed a 
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paper on “ Some Points in Connection with the 
Bacteria of the Mouth,” Dr. Washbourn said (re¬ 
ferring to the above) that “ a very interesting case 
had come under his notice; a boy who, shortly 
after the removal of a tooth, was taken with 
severe symptoms of septicaemia and with cerebral 
symptoms. He felt quite sure the boy had com¬ 
mencing meningitis, and that it was probably a 
streptococci infection. A little of the pus from 
the tooth was examined, and streptococci were 
found; but unfortunately the virulence was not 
tested, nor were a series of cultivations made in 
order, to see whether it was the Streptococcus 
longus , or some of the streptococci from the 
mouth, which had accidentally entered the tubes. 
The case was treated with serum with most re¬ 
markable results ; and very soon after the injec¬ 
tions the boy got better, and ultimately completely 
recovered.” 

Previous History .—When eight years of age he 
suffered from a slight concussion—no fits since. 
Had measles. Family history good. There there¬ 
fore appears to be no other explanation of the 
disease than as a result of the infection from the 
carious molar. The chief point of interest in this 
case is the rapidity of the course of the disease, 
only three days intervening between the com¬ 
mencement of the swelling and the appearance 
of symptoms simulating septic meningitis. The 
antrum not being effected, the poison must have 
been absorbed by the lymphatics into the blood¬ 
stream, the glands remaining swollen throughout 
the previous symptoms. It behoves us, therefore, 
to warn our patients of the possibility of fatal or 
grave consequences which may arise from con¬ 
tinued neglect of an alveolar abscess, there being 
little doubt that the little patient’s life was only 
saved by his prompt admission to the hospital, and 
the subsequent successful treatment he underwent. 


THERAPEUTICAL NOTES. 


Subcutaneous Alimentation. —In a commu¬ 
nication to the Munchener med . Woch ., Fritz Voit 
reports some experiments with subcutaneous 
alimentation. Leube had before injected melted 
butter in the dog, made lean by restricted diet, 


and at exploratory laparotomy found that it had 
been laid up in the form of fat. This fat in states 
of the system with insufficient heat was completely 
used by the economy, thus sparing the albuminoids. 
Leube had no success, however, with sugar in 
large amounts, but Voit, observing that animals and 
man did not react alike, injected grape sugar in 
the latter with success. Of a id per. cent solution 
used with due antiseptic precautions, he found 
that he could inject subcutaneously (in the thigh) 
ten, one hundred, or one thousand cubic centi¬ 
metres without inconvenience. As much as sixty 
grammes of grape sugar could be injected without a 
trace of it being found in the urine subsequently. 
L&vrose and galactose could be used as well as 
dextrose, but lactose and cane sugar reappeared 
almost entirely in the urine. Sugar could not be 
used for alimentary purposes by direct injection 
into the veins of animals, as it was excreted at 
once with the urine. 


Physiological Albuminuria.— Dr. Zeehuisek 
has examined the urine of 144 supposedly healthy 
individuals. His examinations were made from 
the standpoint of the clinician, and only that 
substance was regarded as albumen that was 
coagulable through heat. He concludes as 
follows :—(1) Many cases of albuminuria in young 
people (five per cent, in the 144) are caused by 
affections of the renal parenchyma. (2) In another 
series of cases the albuminuria in the young is of 
extra-renal origin, i.e. accidental (red blood cor¬ 
puscles, leucocytes, spermatozoa, &c.). (3) Func¬ 
tional albuminuria was not observed in the 144 
cases examined. (4) In the persons examined, 
no trace of a “ physiological albuminuria ” was 
discovered. (In 71*5 per cent, of the 144 cases 
the most delicate reagents failed to disclose the 
faintest trace of albumen.) 

Centraiblatt fur inttere Mediciiu 


Diagnosis of Pregnancy by the Kontgen 
Ray. —In the 1 Annales de Gynecologie,’ March, 
1896, Varnier and his associates published a 
Rontgen ray picture of a uterus at three and a half 
months, which had been taken from the body of a 
woman dying of pernicious anaemia. The picture 
gives an indistinct outline of, the foetus, which 
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appears much darker than the surrounding con¬ 
tents of the uterus. Dissection of the specimen 
confirmed the diagnosis made from the picture. 

The writer’s experiments with the Rontgen rays 
upon pregnant women, made during the month of 
February, 1896, showed that it is perfectly possible 
to obtain an outline of the living foetus in the body 
of the mother. The difficulties to be surmounted 
are the thickness of the tissues and the distance at 
which the Crookes’ tube is necessarily placed from 
the foetus itself. By varying the electric force 
employed, and the time of exposure, it is un¬ 
doubtedly possible to obtain a useful picture of 
the contents of the living womb. 

Medical Fortnightly . 


The Use of Oxygen in Diabetes.— In II 

Policlinico Ascoli reports that he has obtained 
good results by using oxygen inhalations in 
diabetes. To a man sixty years of agfe he gave 
large quantities of the gas each day for a little over 
three months. During this time the quantity of 
urine diminished, its specific gravity decreased, 
the quantity of sugar was reduced to a small pro¬ 
portion, and in two months entirely disappeared. 
Three months later the sugar had not reappeared, 
although the patient had gone back to a diet of 
starch foods. He had also gained greatly in 
weight. — Reiwe Internationale Medecine et de 
Chirurgie , April, 1896. 


Disinfection of the Urethra by the internal 
administration of Enterol.— -Fass states that 
enterol is a watery, colourless, sometimes slightly 
brown liquid, with a specific gravity of 1 *036, and 
with the taste and smell of kresol. It is slightly 
soluble in a hundred parts of water, and has about 
six times the antiseptic strength of carbolic acid. 
Properly diluted—that is, one part of enterol to 
five hundred of water—it can be given in the dose 
from half a drachm to a drachm daily for months 
at a time without producing any untoward sym¬ 
ptoms. It is given in pill, capsule, and mixture 
with equal parts of olive oil. 

Thirty capsules can be taken at once without 
harm. After entering the stomach, about eighty 
per cent, remains in the alimentary canal, and 
twenty per cent, is excreted by means of the urine. 


If employed in weak dilution and with abundance 
of liquid, the probability is that much more is 
absorbed. In the treatment of bacterial inflamma¬ 
tions of the genito-urinary tract the patient is 
gently purged, the lower gut washed out with 
clysters of water or neutral oil, and a milk or liquid 
diet given, enterol being administered with each 
repast. After large doses and prolonged use of 
enterol the urine sometimes turns green. The 
author states, however, that he has given the drug 
in doses of one-half to one drachm daily for weeks, 
the urine exhibiting the characteristic grey-green 
colour, without producing any systematic compli¬ 
cations. Indeed, the drug does not produce the 
slightest irritation in the kidneys or genito-urinary 
tract, and even in chronic nephritis the albumen 
contained in the urine is not increased. Never¬ 
theless we are cautioned against the use of the 
drug in cases of acute nephritis, congestion of the 
kidney, or feebleness of the heart. The drug 
possesses the merit of being safer and more efficient 
than any of the non-internal antiseptics. Nervous 
women, after taking the capsules, complain of an 
unpleasant taste in the mouth and burning in the 
stomach. When there is marked inflammation of 
the stomach the drug should be greatly diluted. 
In the case of gastiic ulcer the drug should not be 
exhibited. The indications for the use of the drug 
are for the cure of cystitis, pyelitis, and before and 
after operative interference with the urinary pas¬ 
sages in cases of acute gonorrhoea. In the latter 
affection the enterol is particularly efficacious, eight 
capsules being given each day.— Centralbl. fur die 
Krankh. der Harn und Sexual Organe. 


An Ointment for Mumps.— -According to the 
Journal des Praticiens, May 9, 1896, Tranchet 
recommends the following : 

Ichthyol, 

Iodide of lead, of each 45 grains; 

Chloride of ammonium, 30 grains ; 

Lard, 1 ounce. 

This ointment is to be applied to the swollen 
parts three times a day. In some instances 
vaselin may be used in place of the lard, and 
sometimes belladonna may be added with advan¬ 
tage. 
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THE TREATMENT OF EMPYEMA. 

BY 

SAMUEL WEST, M.D., F.R.C.P., 
Assistant Physician, etc., to St. Bartholomew’s Hospital ; 
Senior Physician to the Royal Free Hospital, etc. 


PART I. 

When pus is known to exist in the pleura there 
are but two courses open, viz. either to leave it 
alone or to remove it by surgical means. 

If the pus be left alone, i. 1. if nothing be done 
(for no drug is known which will check the 
formation of pus or cause its absorption), it is, of 
course, theoretically possible that the formation of 
pus may cease, and that what has formed may 
inspissate and become encapsulated, or possibly 
may disintegrate and become partially or even 
completely absorbed. This, however, can only 
occur where the amount of pus is quite small, and 
is not at all likely to happen even then. In all 
other cases the pus continues to increase, and in 
the end makes its own way out of the pleura, 
usually either through the lung or the chest walls, 
and occasionally in other less desirable directions. 
In the latter case it will lead to complications 
which may prove grave or even fatal. Even in the 
former more favorable directions, cure can only 
occur after long illness and much suffering. 

To leave the pus, therefore, to itself is bad 
practice if anything else can be done,—in other 
words, pus having been found it should be 
removed. This can be effected either by paracen¬ 
tesis or by free incision. 

The choice of operation can be made at leisure, 
for even if the effusion be large and the symptoms 
# urgent, paracentesis will be sufficient to give imme¬ 
diate relief, and thus time will be gained for the 
full consideration of the best method of procedure. 
Even if free incision has been already decided on, 
a preliminary paracentesis may be of use, for in 
hospital practice patients often come under obser¬ 
vation very much neglected and run down, and by 
paracentesis time will be gained during which the 
Vol. IX. No. 4. 


patient may gather strength and be brought into a 
better general condition for operation; for in 
operations on the chest, as in other surgical 
operations, success to some extent will depend 
upon the choice of the right moment for operation. 

Although there should be no unnecessary delay, 
still there need be no undue hurry, and in choosing 
the time for operation clinical experience will 
greatly aid the judgment. 

Paracentesis, repeated if necessary, suffices some¬ 
times to cure empyemata, and in some cases this 
may be the wisest and safest method of treatment. 
In most instances, however, whether paracentesis 
has been previously performed or not, free incision 
ultimately becomes necessary, and as a rule this 
forms the most expeditious and simplest mode of 
cure. That being so, it will be well to consider 
the treatment by free incision first, and to reserve 
that by paracentesis for subsequent consideration. 

Free incision .—In all cases, before making any 
incision, it is important to be certain that pus is 
present at the spot where the incision is to be 
made, and this can only be ascertained by means 
of an exploratory puncture with the needle. This 
should on no account be ever omitted; for 
although nothing is easier than to find the pus in 
an ordinary case of empyema, still in other cases 
the difficulties may be very great, and it is never 
possible to tell beforehand for certain whether the 
case is simple or difficult. 

Thus I remember the case of a child in which 
the evidence of a large empyema was quite con¬ 
clusive, and in which the facts seemed so clear 
that I was on the point of not insisting on the 
preliminary puncture, when I was reminded that 
I was setting a bad example by breaking the 
rule I was constantly laying down ; so I deter¬ 
mined to insert the needle; and simple as the 
case appeared, it was not till after two or three 
punctures that I succeeded in finding pus, and 
then, of course, the incision was a simple matter. 

In localised empyemata, again, the difficulties 
may be great. I call to mind a man who had a very 
considerable area of dulness at the base, with the 
general signs of suppuration. I felt no doubt that 
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pus was present; yet I made exploration with the 
needle on no less than eight separate occasions 
without finding where the pus was. It was not 
till the ninth occasion, when I gave an anaesthetic, 
and put the needle three or four times into dif¬ 
ferent parts of the chest, that at last I succeeded 
in reaching pus. 

Again, I am reminded of another case in which 
the pus was seated in a pouch between the 
diaphragm and base of the lung. There was no 
means of ascertaining that fact by physical signs ; 
and though the case seemed simple, very great 
difficulty was experienced in finding the pus, and 
it was not until the needle had been thrust more 
than four inches into the chest that pus was ob¬ 
tained. The needle was then used as a director, 
the cavity was reached, opened, and a drainage- 
tube inserted. So deep an incision would have 
been quite impracticable without preliminary punc¬ 
ture, and without the needle to guide the knife. 

I had also under my care a woman who pre¬ 
sented all the signs of an empyema at the left 
base. The surgeon was called in, and was pre¬ 
pared to operate; but, acting on the general 
rule that the pus should first be found with the 
needle, I inserted an exploring needle in two 
or three places and failed to find pus. Under 
those circumstances the operation could not 
be carried out; and it was as well, for when 
the patient died, not long after, the pleura was 
found to be perfectly healthy. The seat of mis¬ 
chief was below the diaphragm, and had its origin 
in a gastric ulcer, the parts around being all matted 
together, with an accumulation of pus below them, 
and a general suppurative peritonitis, so that the 
knife would never by any chance have reached the 
seat of suppuration. 

These cases show the absolute necessity of pre¬ 
liminary puncture before an incision is made. This 
was a rule laid down with great emphasis many 
years ago by Trousseau. It should on no account, 
or under any circumstances, be departed from. 

Ancesthetic .—In most cases an anaesthetic will 
be necessary, and certainly if a portion of rib is 
to be excised. 

Chloroform, or one of the chloroform mixtures, 
is the best anaesthetic to use. Ether, at any rate, 
should be avoided, on account of the irritation it 
causes in the large air tubes. 

I have seen the most alarming symptoms caused 


by the accumulation of mucus in the air tubes as 
the result of the administration of ether, which 
the patient, owing to the anaesthesia, was unable 
to cough up. Ether is a dangerous anaesthetic in 
the case of any chest affection. 

The amount of chloroform to be given will vary 
with the operation ; but as a rule much is not 
required, for the painful part of the operation is 
very quickly over. 

Local anaesthetics are of very little use, for they 
do not do much more than numb the skin and 
the parts immediately beneath it; and though the 
freezing of the parts by means of a spray of ether 
or ethyl chloride, or the external application of 
strong solutions of cocain, may suffice for a simple 
incision of the skin, or for a paracentesis, they are 
of no use for the larger operations. Injections of 
cocain, or cocain and morphia, have-been advo¬ 
cated, but they are not by any means devoid of 
risk; and on the whole a little chloroform is by far 
the simplest and safest anaesthetic to use. 

The preparation of the side .—The skin of the 
region where the incision is to be made should be 
well scrubbed with a nail brush, and washed with 
soap and water an hour or so before the operation ; 
after which it should be covered with a wet boracic 
acid compress until the time of operation, when it 
should be again well swabbed over with some anti¬ 
septic solution. 

Seat of incision .—This will be decided in the 
first place by the needle. Subject to this, where 
the effusion is localised, the incision will be made 
as nearly as possible over the centre of the area of 
dulness. Where the pus occupies the whole cavity 
of the pleura, theoretically, the incision should be 
as low down as possible. But it should be 
remembered that as soon as the pus nas been 
evacuated the side falls in, the lung comes out if 
it can, and the diaphragm rises; so that what was 
the lowest point when the chest was full of fluid 
does not remain the lowest point when the fluid 
has been evacuated. If the incision be made too 
low down, as soon as the diaphragm rises the tube 
does not run straight into the chest, but points 
upwards and lies for some distance between the 
diaphragm and ribs. 

Again, if the incision be too far back, so that 
when the patient lies upon the back he is resting 
on the tube, he will certainly alter his position so 
as to take his weight off the tube and the incision. 
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and in this way the tube will no longer be in the 
most dependent part. 

The best place for incision is the posterior 
axillary region, so that when the patient is lying 
comfortably on the back the tube will be just free 
of the bed. 

A line drawn transversely through the nipple 
round the chest will be the simplest guide for the 
height of the incision, which should be made half 
an inch to an inch below this line, so that it would 
pass into the sixth, seventh, or eighth intercostal 
space, according to the position posteriorly which 
is selected. 

The sixth or seventh space is the one which is 
usually found to be opened if these directions be 
followed, and this is the most convenient spot for 
drainage and for the general comfort of the patient; 
and if the needle shows that pus can be found 
here, this will be the place to choose. 

Resection of rib .—The only object of resecting 
a portion of a rib is to provide such an opening 
for the insertion of a tube as to insure free drain¬ 
age ; but if free drainage can be obtained by 
simple incision through the intercostal spaces, 
resection of the rib becomes unnecessary; and I 
suppose the general principle may be laid down 
that no operation of the kind should be performed 


5. A free formation of callus may occur, and 
compress the tube, so that subsequent operations 
may become necessary on this account. Though 
very rare, I have seen this occur, and in one case 
two subsequent operations for this reason became 
necessary. 

On the other hand, a formation of bone (which 
I suppose we ought to call “ exostosis ”) is stated 
sometimes to occur even when the rib has not been 
excised, in consequence of the irritation of the 
tube. This, however, I have never myself seen. 

There are fashions in surgery, and at the present 
moment the resection of the rib is so much the 
fashion and the routine practice that few empye- 
mata are opened without it. 

A difference also exists between the child and 
the adult; for while in the adult the intercostal 
spaces are wider, so that tubes of fair dimensions 
may be inserted in most cases between the ribs, 
in children the intercostal spaces are narrower, and 
after excision the ribs fall more readily closely 
together, so that resection is regarded as necessary 
more frequently in children than it is in adults. 
At the same time the ribs in children are more 
yielding, and more easily kept separated by slight 
pressure, so that even if excision be not performed 
the tubes are less likely to be pinched. 


unless it be really necessary. 

The objections urged against resection are 
several. 

1. It prolongs the operation, and renders more 
of the anaesthetic necessary. This, of course, 
cannot be denied. 

2. Simple incision through the intercostal spaces 
is a comparatively trivial operation, while resection 
of the rib is a more serious matter. 

3. Pus from an empyema is septic in character; 
and theoretically it is very undesirable to have 
septic pus discharging over the recently cut ends 
of spongy bone. In practice this risk appears to 
be a very small one. At the same time, I have 
seen septic infection follow a perfectly antiseptic 
operation, and even cause the patient’s death. 
Such a result is, however, of such rarity that it 
need hardly be considered. 

4. The chest wall is weakened; but now that 
the rib is removed by subperiostial resection, the 
bone is rapidly restored, and the rib replaced in 
continuity, so that the strength of the side is not 
ultimately impaired. 


Even in the case of children the practice of 
different authorities varies widely. Thus, in 50 
cases Goodhart had the rib excised in three only 
at the time of operation, e. about one in fifteen; 
while Godlee excised the ribs in 19 cases 
out of 30—that is to say, in two cases out of 
three. The results appear to have been equally 
successful, and it can hardly be supposed that the 
operation was necessary ten times as often in the 
one series of cases as in the other; therefore, the 
difference lies greatly in the practice of the indi¬ 
vidual. 

In one series of 22 cases of my own in which 


the side was opened, a portion of rib was excised 
in 13, and not excised in 9 ; and in none of the 
latter did resection become subsequently necessary. 
Of 87 cases at St. Bartholomew’s Hospital, the rib 
was not resected in 10, and in only one of these 
did resection become necessary some weeks later, 
i.e. in 19 cases out of 109 the rib was not resected, 
/. e. in about 18 per cent. 

Some years ago resection was rarely performed 


at the time of the initial operation, and rarely 
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became necessary subsequently. At that time I 
myself treated the cases in this way, and subsequent 
resection was hardly ever required. Recently, 
following the custom of the day, in a large number 
of cases the ribs have been excised at once ; but I 
cannot see any advantage in the operation, nor do 
I think that the results of recent years are any 
better than they were before, except so far as 
stricter antiseptic precautions have been adopted, 
and this, of course, applies equally to both 
methods. 

I do not, therefore, advocate the routine resec¬ 
tion of a portion of the rib. In most cases it is 
not necessary, for free drainage can be obtained 
without it. If when the sides fall in and the ribs 
come together, drainage cannot be kept complete, 
resection might be performed then, but it rarely 
becomes necessary. Most of the cases get well 
without it, and I believe just as quickly. 

The hole for drainage, it must be remembered, 
need not necessarily be round, but it can just as 
well be oval, and as free a vent can be given to the 
pus by a long incision in the intercostal space as 
by a round hole which necessitates the removal of 
a rib. With this object I often use two pieces of 
drainage-tube laid side by side in the opening, and 
this usually answers every purpose. 

If a portion of rib is to be resected, the pre¬ 
liminary incision will be made immediately over 
that part of the rib. If the incision is to be made 
in the intercostal spaces it will be made, of course, 
between the ribs. 

It is never necessary to remove more than a 
very small portion of one rib, about three quarters 
of an inch long. 

I have seen portions of several ribs removed at 
the time of the initial operation—an operation 
which has been described as a “ modified Es¬ 
lander.” This is an entire misnomer, for a modified 
Esl&nder is no Eslander at all. The object of an 
Eslander is to provide for the closure of a cavity 
which will not otherwise close; but no one can 
tell whether the empyema in a given case will 
completely heal or not until time has been given 
it. To perform such an operation at first assumes 
as probable a contingency which is not likely to 
arise, converts what is a comparatively simple into 
a grave operation; being unnecessary, it is bad 
practice, and cannot be too emphatically con¬ 
demned. 


If a portion of rib is to be excised the resection 
should be performed subperiosteally, the perios¬ 
teum scraped off, the bone removed, and with 
care the whole of this part of the operation may 
be performed without the pleura being opened. 

Washing out .—When the incision has been 
made the pleura should be completely emptied, 
the patient being if necessary turned over on to 
the affected side in order to allow all the pus to 
run out. If the pus be foetid or thick and curdy, 
the pleura should be washed out with a warm 
solution of boracic acid. Care must be taken in 
doing so that the fluid does not accumulate in the 
pleura, but that there is a free vent so that it flows 
out as fast as it flows in. 

Washing out the pleura is often objected to as 
being a risky or even dangerous operation. This 
is not the case. I have washed the pleura out 
myself I should think many hundred times, and 
have never seen an accident of any kind occur. 
When I first became interested in chest affections 
washing out the pleura was the routine and daily 
practice, and such an experience demonstrates at 
any rate the safety of the procedure. With free 
drainage it is rarely necessary, however, to wash 
the side out more than once, viz. at the time of 
the operation. 

It would only require repetition now and then 
if the pus be foetid, and not always then. At the 
same time, there can be no objection on the 
ground of risk to washing out, whenever it is 
necessary. 

It is quite true that disastrous cases have been 
recorded, and have been attributed actually to the 
washing out. Most of these cases have been 
instances of sudden death ; but it must be re¬ 
membered that death may take place suddenly in 
pleural effusions which have not been washed out, 
and have not been even incised; so that there are 
certainly other causes, entirely independent of the 
washing out, which explain it. 

The only precautions necessary in washing out 
the pleura are that the fluid should be warm and 
the vent free, so that it may flow out readily. It 
is obvious that if the fluid be allowed to accu¬ 
mulate in the pleura great pressure may be 
exercised upon the lung vessels and heart, and in 
this way harm might be done ; but with these pre¬ 
cautions and ordinary care, washing out the pleura 
is perfectly free from risk. 
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If the pleura contains curdy or flaky pus, 
blood clots, or foetid fluid, washing out is the 
right thing to do, and will greatly expedite re¬ 
covery. 

Counter-opening .—A counter-opening is rarely 
made now, and is, indeed, rarely necessary. The 
object of it was to provide free drainage, but this 
can be generally obtained by a single opening 
made in the right place. Sometimes it happens, 
when the cavity has almost completely closed, 
that there is a small cavity left in another part, 
behind possibly, which does not freely drain 
through the opening; and it may be necessary to 
make a fresh incision there and put in a tube, 
allowing the one in front to close; but this, again, 
is very rarely necessary, and can usually be 
avoided by proper management of the tube, as 
will be referred to later. 

Sometimes, when the empyema has already 
spontaneously discharged in an inconvenient posi¬ 
tion, e. g. in the upper and front part of the chest, 
it may be necessary to somewhat enlarge the upper 
incision, at the same time that another is made in 
the ordinary position, and it may be convenient to 
pass a drainage-tube through the chest from the 
one to the other. In this way, no doubt, cure is 
expedited, the upper opening being, after a time, 
allowed to close, as soon as drainage through the 
lower one is complete. In such cases it is as well 
to use the upper opening for the introduction of a 
probe, so that it may be ascertained that there is a 
really free communication with the lower opening 
where the new incision is to be made. 

It may happen that there are two or more col¬ 
lections of pus in the pleura, so that one incision 
will not drain both. Then more than one incision 
will become necessary ; but these cases are quite 
exceptional. 

The tube .—If a portion of rib has been excised, 
a tube half an inch in diameter may be inserted; 
if not, two tubes of smaller diameter placed side 
by side will be sufficient. 

The tube should, in any case, be of such a 
length as to reach nearly to the bottom of the 
cavity. Where the whole pleura has contained 
pus it will require to be possibly four or five inches 
in length at first. 

In any case the greatest care should be taken 
to see that the tube is securely fixed, so as to 
avoid any risk of its slipping into the side. For 


this purpose it is well to pass a strong thread right 
through the tube and fix it to the side by strap¬ 
ping. If by any chance the tube should slip into 
the side it will be a source of considerable danger, 
for if not removed it will almost certainly set up 
some grave septic changes; while to find and 
extract a tube from the pleura through a small 
incision is an operation of the greatest difficulty, 
and is frequently unsuccessful. 

I have only once had such an accident happen 
in my own experience, and fortunately the tube 
was recovered; but there are many cases on record, 
and several of them proved fatal. 

I saw a child aged 9, who had been operated 
on for empyema successfully nine months pre¬ 
viously. The wound healed in a month; but 
after six months the discharge reappeared, and 
three months later she came under my care. On 
dilating the orifice of the fistula a piece of drainage- 
tube was found lying close beneath it, which must 
have been in the side for nine or ten months. It 
was removed, and the child quickly got quite 
well. 

In the same way a good deal of care must be 
taken not to apply loose lint, gauze, wool, or such 
easily detachable substances immediately over the 
wound, for they are likely to get sucked in with 
inspiration, and may then retard recovery for a 
considerable period of time. This danger is often 
not mentioned; but it is a real one, and should 
be present to the mind when the dressings are 
made. 

The dressing .—There is little to be said on this 
point, for any of the ordinary surgical dressings 
may be used ; the only precaution necessary being 
that just mentioned, viz. that there should be no 
fluffy stuff, or anything that could be easily sucked 
into the pleura lying immediately over the wound. 

The dressing should be changed as soon as the 
discharge has come through. It is difficult to say 
when this will be; but as a rule the dressings will 
have to be changed pretty soon in ordinary cases— 
perhaps two or three times in the first twenty-four 
hours. The discharge is often very profuse for 
the first two or three days after incision; but its 
bulk is chiefly made up of serum, which is 
freely exuded from the pleura. The admission 
of air to the pleura is, no doubt, a violent irritant 
to it at the first; but as soon as the irritation sub¬ 
sides, the discharge becomes greatly reduced in 
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quantity, and may in a few days, even long before 
the cavity has greatly contracted, be reduced to a 
very small quantity, so that the dressings may be 
left on even for several days without removal. 

It is well, however, to have a look at the incision 
from time to time, for if the tube be not properly 
fixed it is likely to slip out, or be forced out by 
coughing, and we may then find that the wound 
has closed and another one may have to be made. 
Indeed, I think it is well, even if the dressings be 
not changed, for the side to be looked at every 
day to see that the tube is in situ . 

Rashes occasionally occur after incision, as they 
may after paracentesis. They are generally of the 
nature of erythema or urticaria, and may be com¬ 
pared with the similar rashes which are sometimes 
seen after tapping the abdomen or a hydatid of the 
liver. They are of no importance, and do not 
affect the course of the case in any way. 

Thus, in a boy of 3, two days after the side was 
opened, a general erythema developed, somewhat 
like the rashes described as surgical scarlet fever, 
or more correctly as septic erythema. This dis¬ 
appeared without any trouble resulting. 

In another instance, a woman of 30, the opera¬ 
tion was followed by troublesome urticaria which 
recurred three times, and was related, I think, in 
some way with the washing out which was practised, 
for the patient had carboluria also. 

(To be continued.) 


THE RADICAL CURE OF INGUINAL 
HERNIA.* 

BY 

W. McADAM ECCLES, M.S.Lond., F.R.C.S.Eng., 
Assistant Surgeon, West London Hospital, City of 
London Truss Society, &c. 


Gentlemen,— I must apologise somewhat for 
giving you to-day rather more of a clinical lecture 
than an actual demonstration on the subject of the 
Radical cure of Inguinal Hernia, but the very 
practical nature of the matter, and the not 
altogether unacknowledged need for some definite 
statements upon it, must be my pleas for thus to a 

* A Lecture delivered in the West London Post-Gradu¬ 
ate Course at the West London Hospital. 


certain extent passing outside the beaten track of 
this post-graduate course. 

The radical cure of hernia is by no means a 
recent operation, having, as was most natural, seeing 
the irksomeness and the positive danger of the 
affection, occupied the minds of many surgeons in 
days long gone by. Its full utility, comparative 
safety, and more or less certainty of success have, 
however, only of quite recent years been thoroughly 
appreciated, and even now it may be truly said 
there is much to be learnt, and far better results 
to be achieved. 

I am constantly being asked the question, 
Under what conditions would you advise a patient 
to submit to an operation for the cure of an 
inguinal hernia ? 

It will be my endeavour to state as clearly as 
possible my answers to such a question, and the 
reasons which I hold to justify such statements. 

Let me preface my remarks by saying that the 
“ complete cure ” of an inguinal hernia (for it is to 
such I intend to limit my remarks to-day)—by 
which I mean the entire obliteration of the sac, 
and the complete restoration of the canal in a 
manner whereby all localised protrusion at the 
position of the so-called internal ring on coughing 
is done away,—this is a very difficult matter to 
accomplish. 

Moreover, I would say it is my opinion, after 
the observation of a considerable number of cases 
of “ cures,” that if the patient does not wear a truss, 
at any rate for some considerable time subsequent 
to the operation, there is a strong probability that 
an apparent cure will result in a relapse. 

The anatomical peculiarities of the region, par¬ 
ticularly in the male owing to the necessary 
passage of the spermatic cord, tend to render 
the carrying out of the radical cure of an inguinal 
hernia decidedly uncertain; and, further, the pre¬ 
disposing causes of the formation of the rupture 
I are still, in the majority of cases, ready to re- 
| establish its existence, however well the removal 
of the sac of the original hernia was brought 
about. Probably in at least 15 per cent, the 
hernia reappears after operation for cure. Let 
it be clearly understood that from these remarks 
I am not advocating that because failures do so 
frequently occur, as will certainly be seen when 
a large number of cases are passed under review, 
the operative treatment of hernia should fall into 
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disrepute. Far from it, for I have notes of a very 
considerable number of cases which, although I 
should myself hesitate to say they were " com¬ 
plete ” or “ radical cures,” and much less “ per¬ 
manent cures,” yet the benefit which the patients, 
even by their own acknowledgment, have received 
is so great that the operation must be allowed to 
be a decided success. 

What, then, are the individual cases that such 
an operation is suitable for, and whom we would 
urge to undergo it ? 

I will enumerate these at first in a tabular form 
for the sake of clearness. 

(1) Boys with congenital herniae in whom a 
properly fitting steel spring truss, worn day 
and night for at least three years, has not 
effected an obvious cure. 

(2) Young adult males in whom an accurately 
adjusted truss of a suitable form fails to 
retain a reducible hernia, particularly if 
such is scrotal, or of the congenital variety. 

(3) Young adult males in whom a truss is 

inefficient owing to some of the contents of 
the sac, especially omentum, being irre¬ 
ducible. 

(4) Young males who are also the subject of a 
partially descended testis, which is either 
undeveloped or gives rise to so much 
irritation that a truss cannot be satisfactorily 
worn. 

(5) Male adults who are desirous of entering 
the army, navy, post-office, or other public 
service, or who on account of the hernia 
are not eligible for the benefits of a club; or 
lastly, who are about to proceed to spheres 
where they will be away from skilled medical 
assistance. 

(6) Females for whom a truss is incapable of 

being of service from any cause, provided 
always the patient is in good general health, 
and is not advanced in age. 

(7) All cases where herniotomy for strangulation 
is being performed, if the condition of the 
patient will without any doubt justify neces¬ 
sary prolongation of the operation. 

Each of these classes of cases I will now pass 
under closer review, so that the full force of the 
advisability of operation may be evident. 

(1) Boys with congenital herniae, in whom a 
properly fitting steel spring truss, worn day 


and night for at least three years, has not 
effected an obvious cure. It is important 
in this connection to remember that there 
is in the first few years of life a very decided 
tendency for the processus vaginalis, if at 
birth patent, to become spontaneously ob¬ 
literated ; and this happy result may cer¬ 
tainly be made more sure by efficient truss 
pressure over the internal abdominal ring 
and canal. This pressure cannot be effected 
by the oft-used skein of wool truss; and in 
passing I would urge a protest against the 
use of this dangerous apparatus—it neither 
properly controls the majority of the ruptures 
for which it is applied, nor in any degree 
brings about a cure. 

A well-fitting rubber-covered steel spring 
truss can be readily tolerated by the youngest 
of infants, provided that it is worn in the 
right place, that cleanliness is maintained, 
and attention paid to the proper diet of the 
child. This latter point is one which is 
often overlooked ; and I believe there is 
no greater bar to a speedy cure of a con¬ 
genital rupture than the distended con¬ 
dition of the bowel in babies the subjects 
of improper feeding, and consequent gastro¬ 
enteritis. Such a truss must be worn con¬ 
stantly, night as well as day, in the bath, 
particularly when crying, or when defecat¬ 
ing. Many really complete cures—“ radical 
cures ”—may thus be achieved; but some 
even with this treatment will still have a pro¬ 
trusion, and many more so with other quite 
inefficient methods. These unsatisfactory 
cases may be submitted to operation. The 
operation itself in quite young children is 
more difficult than in adults, owing to the 
smallness of the parts, and the close ad¬ 
herence of the spermatic cord to the hernial 
sac. However, the operation once success¬ 
fully performed, is likely to be of permanent 
benefit. 

(2) Young adult males in whom an accurately 
adjusted truss of a suitable form fails to 
retain a reducible hernia, particularly if such 
be scrotal, or of the congenital variety. 

This class of case is not a large one, for 
it is very seldom a proper truss fails to act 
efficiently in a young adult whose hernia is 
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a completely reducible one. The con¬ 
genital variety is especially amenable to 
treatment by operation. 

(3) Young adult males in whom a truss is in¬ 

efficient owing to some of the contents 
of the sac, especially omentum, being 
irreducible. 

These patients are by no means in¬ 
frequent, and it is in them that many of 
the very best results of the operative treat¬ 
ment of inguinal hernia are manifest. If a 
young man has a piece of irreducible or 
adherent omentum which cannot be re¬ 
duced by constant steady pressure of a 
hinged cup truss, he has a very dangerous 
rupture, and such a patient I should 
strongly urge to submit to operation, as a 
truss would always be more or less un¬ 
satisfactory, both from failing to prevent 
the descent of more viscera, and from the 
discomfort its pressure will probably pro¬ 
duce. To say the least, an operation will 
enable him to wear a truss with comfort 
and with the certainty that it will retain the 
rupture. 

(4) Young males who are the subject of a 
partially descended testis, which is either 
undeveloped or gives rise to so much irri¬ 
tation that a truss cannot be satisfactorily 
worn. 

Such not uncommonly present an in¬ 
terstitial form of inguinal hernia, and this 
it may be very difficult to keep entirely 
reduced. If, moreover, such a patient has 
the partially retained testis ill-developed or 
causing pain, a radical cure with castration 
is not only a legitimate proceeding, but 
one which ought to be strongly advised. 

(5) Male adults who are desirous of entering 
the army, navy, post-office, or other public 
service, or who, on account of the hernia, 
are not eligible for the benefits of a club, 
or, lastly, those who are about to proceed 
to spheres where they will be away from 
skilled medical assistance. 

Where any of these conditions are in 
force, no hesitation should be evinced in 
undertaking the operation. This class of 
patients is an increasingly large one, and 
here the operation is undertaken for a very 


definite purpose, and should but seldom 
fail in its efficiency. 

(6) Females for whom a truss is incapable of 
being of service from any cause, provided 
always the patient is in good general 
health, and is not advanced in age. 

Owing to the absence of the spermatic 
cord in female subjects, the radical cure of 
an inguinal hernia—which, in passing, let 
me say, is by no means a rarity in women 
and girls—ought to be, and in the majority 
of cases is, a very satisfactory proceeding. 

Therefore, if from any cause a truss fails, 
the operative measures advised may be 
highly successful. 

(7) All cases where herniotomy for strangula¬ 
tion is being performed, if the condition 
of the patient will without any doubt justify 
the necessary prolongation of the operation. 

Obviously, other conditions being pro¬ 
pitious, if a hernial sac in the inguinal 
region has been cut down upon to relieve 
strangulation, an attempt should be made 
to obliterate it, and to strengthen the ab¬ 
dominal wall in the region of the canal. 
Simply ligaturing the sac may do some 
good, and this easily and quickly ac¬ 
complished proceeding need not add much 
to the length or shock of the operation. 

Before discussing the actual technique of the 
operations for the radical cure of inguinal pro¬ 
trusions, a few remarks must be made as to the 
risk of such proceedings. Naturally these have to 
be set against those of treatment by trusses ; and 
herein lies a very great difficulty in making a com¬ 
parison, for whereas out of a hundred ruptured 
persons of all ages, probably it may be not more 
than one at the very highest estimate undergoes 
operation for the cure of their hernia. 

Because this one passes through the ordeal 
safely, and let us say three of the truss-wearing 
persons lose their lives from their affliction, to 
argue that the mortality of non-operative treat¬ 
ment* to operative is three to nil, is to say the 
least, hardly justifiable. 

To be fair one ought to compare a hundred 
cases of operation with* a hundred cases of 
mechanical treatment; and if that were done, I 
venture to think the operations would not be 


found to be so favorable as they are thought by 
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many to be. Taking a large number (over 700) 
of operations on non-strangulated hernise in persons 
of all ages from many different hospitals in recent 
years, the mortality appears at nearly 5 per cent., 
though there are signs that this will become less as 
time goes on. 

The dangers of the operation arise from many 
causes, preventable for the most part. Deaths 
have been recorded from septic peritonitis, from 
haemorrhage due to the slipping of a ligature off 
tied omentum, from ether bronchitis, from suppu¬ 
ration and sloughing of a ligatured sac, and from 
other adverse conditions. 

I must now pass to the operative procedures 
themselves. It is well to realise what are the 
essential points in the operation for and the after- 
treatment of the radical cure of an inguinal hernia. 

(1) First and foremost, there can be no doubt, 
is the complete obliteration of the sac. So 
obviously needful is this, that it would seem 
to be mere repetition to state it again; yet 
I am convinced that it is a detail which is 
very often imperfectly carried out. It is 
most certainly true that if there be ever so 
little of a pouch of peritoneum left, the 
hernia will almost invariably return if no 
truss be worn. Unfortunately, it is also a 
fact that in many cases, even when an 
entire removal of the sac has been accom¬ 
plished, the inherent tendency of the 
patient to hernia may sooner or later cause 
a return of the protrusion. 

(2) To thoroughly close if possible the exit 

through which the sac had protruded, 
taking particular care that none of the 
remains of the sac lie between the margins 
of the orifice in the abdominal wall. 

( 3 ) To ensure healing without suppuration. It 
is altogether a fallacy to think that the scar 
formed by the process of granulation is 
stronger than that produced by primary 
union. 

(4) To keep the patient recumbent for at least 
three weeks after the operation, so that 
sound healing throughout may be secured. 
Some surgeons prefer even double this 
length of time, and it is far safer to err on 
the side of excess than to allow the patient 
to be up and about too soon. 

(5) Lastly, to make the patient wear a suitable 


light truss for at least a year after the 
operation. It is the last essential about 
which there is so much variety of opinion ; 
in fact, many excellent operators altogether 
discard the use of any support after the 
wound has healed. I am, however, so 
convinced myself of the benefit of it in 
the majority of cases that I venture to 
include it among the essentials. 

A little careful consideration of the above will 
show how easily operations for the radical cure of 
an inguinal hernia may be incomplete in their 
performance, and therefore imperfect as to their 
result. 

In the cure of inguinal hernia, there are three 
methods, or shall I say degrees of operating, 
which I would state as follows: 

(1) That in which the inguinal canal is not 
opened. 

(2) That in which there is a partial exposure of 
the canal,—that, in other words, where the 
aponeurosis of the external oblique is only 
partially slit up in front of the canal. 

(3) That in which there is a complete opening 

up of the canal,—in which, in fact, the 
aponeurosis is divided the whole length of 
the canal. 

Time will not allow me to trace the evolution of 


the operations for the radical cure; suffice it to 
say, however, that the open method with strict 
asepsis, and a thorough procedure is the goal 
which has been reached, and which it will be 
somewhat difficult to pass. I have now to describe 
the details of some typical operations under each 
heading. 

The first class of operations is, if feasible, 
decidedly the best in my opinion, for it cannot 
weaken the inguinal canal; whereas, if this space 
be freely exposed there must necessarily be a 
liability to its becoming less fit to withstand 
expulsive force. 

The simplest procedure is to expose the upper 
part of the sac by an incision made so as to altogether 
avoid the scrotum, and having isolated this part 
from the cord as high as the internal ring, open it 
and reduce any contents, and then to draw it 
firmly down until the part near the internal 
abdominal ring is reached. The neck of the sac 
at this point is transfixed with an aseptic silk 


ligature, and tied in two halves. The sac is now 
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cut across below the ligature, and the stump 
immediately retracts, and leaves no pocket of 
peritoneum at the region of the inner ring. The 
passing of some deep sutures through the external 
oblique and subjacent fibres of the internal oblique 
completes the operation. 

It will be noticed that I do not deal with the sac 
in the scrotum, and I think the dissection of this 
out of its surroundings should be avoided in most 
cases. 

Various modifications as to the exact dealing 
with the sac itself have from time to time been 
introduced, as, for instance, twisting the sac before 
ligaturing it, throwing the sac into a series of folds 
by a suture secured to its distal extremity and 
carried up the canal to a point above the inner 
ring, &c. 

Before leaving this part of the subject I must 
briefly notice the ingenious, and I think I may say 
very successful operation introduced by Professor 
Kocher, of Berne. 

He makes his incision right over, but not into 
the inguinal canal, isolates the sac completely, the 
fundus as well as the neck, and in this I must venture 
to disagree, for as I have just stated, I believe it 
does more harm than good to diligently separate the 
body of the sac from the tissues in which it lies. 
A small aperture is now made through the apo¬ 
neurosis and muscular tissue of the abdominal wall 
somewhat above and external to the position of 
the internal ring. Through this a pair of forceps 
is introduced and passed down the canal, and 
seizing the distal end of sac drags it up the inguinal 
canal and out through the hole. Thus the sac 
comes to lie in front of all the muscles of the 
abdominal wall. It is then ligatured some inch 
and a half from the aperture, and the part below 
cut away. The stump of the sac is now twisted 
and sutured to the aponeurosis of the external 
oblique, either in the direction of the canal, or 
better to the area above and external to the canal. 
The canal itself is then narrowed by deep sutures 
in the ordinary way, one including the stump of 
the sac in the internal ring. 

Clearly not much, if any, further good is de¬ 
rived by the second method of operating, for if 
the canal has to be opened at all it is probably 
better to have a free exposure than only a partial 
one. 

Sometimes it becomes necessary when a hernia 


is strangulated to somewhat expose the canal in 
order to deal with the constricting part. This 
fact may render complete obliteration of the sac 
easier of accomplishment. 

The third method is the most drastic, and to 
my mind has the very great objection of being 
liable to leave the canal weaker than it was before. 
However, by its means a total obliteration of the 
sac can be certainly obtained. The method 
published by Bassini in 1890 is, I think, the best 
of this class. 

The inguinal canal is opened up from end to 
end, and the sac in its entirety having been re¬ 
moved, the gap in the peritoneum is deliberately 
sewn up, and the spermatic cord is brought out at 
the upper angle of the wound, and laid in front 
of the internal oblique muscle. 

Sutures are then passed through the conjoint 
tendon, and then through the edge of Poupart's 
ligament, so as to thoroughly close the canal. 
The incision in the aponeurosis of the external 
oblique is closed, and the edges of the skin 
wound adjusted. In conclusion, I would repeat 
that every operation must be performed aseptically, 
and great care taken with the after-treatment. 


WHOOPING-COUGH. 

BY 

ARTHUR G. PHEAR, M.D., M.R.C.P. 


Whooping-cough is a specific infectious disease, 
characterised by an acute catarrh of the mucous 
membrane of the respiratory tract, and remarkable 
for a peculiar paroxysmal cough. It is probably 
due to a definite micro-organism, though attempts 
to isolate this have not so far been successful. 

Etiology. — Among the factors which con¬ 
tribute to the causation of the disease, contagion 
naturally occupies the foremost place. Whooping- 
cough is very contagious, and those who come 
into close contact with it incur great risk of 
catching the disease, unless they be protected by 
a previous attack. The danger is peculiarly 
insidious, since contagion exists in the very early 
stages, before the appearance of characteristic 
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symptoms, and at a time when it is impossible 
to recognise the true nature of the malady. 

With regard to age, it is a familiar fact that 
whooping-cough is very much more common 
among children than among adults. It is specially 
frequent between the ages of six weeks and six 
months. The comparative rarity with which adults 
are attacked is no doubt largely due to the high 
degree of contagion, combined with the pro¬ 
bability of the individual being brought into 
contact with the disease at some time or other 
during the earlier years of life. Those who 
escape during childhood are liable to suffer 
severely if attacked during adult life. 

The relation of measles to whooping-cough is a 
peculiar one. Both diseases occur in epidemic form, 
and epidemics of the two diseases frequently run 
together; or if not prevalent actually at the same 
time, the epidemic of whooping-cough may follow 
closely in the train of that of measles. Not only 
as epidemics are the diseases thus related, but in 
individual cases there appears to be a special 
susceptibility to whooping-cough during con¬ 
valescence from measles, so that a child who has 
hardly recovered from the latter disease may have 
but little opportunity for recuperation before being 
called upon to cope with a fresh and an exhausting 
malady. 

Symptoms and Course .—Whooping-cough in its 
natural course is marked by three fairly well- 
defined periods : (i) the incubation period, dating 
from the time at which the disease is contracted 
to the appearance of the earliest symptom ; (2) 
the stage of simple catarrh, during which symptoms, 
though present, are not such as to indicate the 
specific nature of the disease; (3) the paroxysmal 
stage, the commencement of which is determined 
by the earliest occurrence of the characteristic 
cough. 

With regard to the period of incubation , there 
are great difficulties in the way of an accurate 
estimation of its length. It may be taken as 
being, on the average, fourteen days; but it 
probably varies in duration, and there is evidence 
to show that it may be either considerably longer 
or considerably shorter than this. During the 
stage of simple catarrh the symptoms present no 
peculiarity, being such as are familiar in connec¬ 
tion with other forms of catarrh of the respiratory 
mucous membrane. There is general malaise, 


with a rise of temperature, though in the absence 
of complications the fever is seldom high. Other 
symptoms, such as sore throat and cough, are 
directly due to the inflamed condition of the 
mucous membrane. The catarrhal affection at 
the commencement usually involves the mucous 
membrane of the fauces or larynx, and may extend 
in either direction, though it has a greater ten¬ 
dency to spread downwards in the direction of the 
bronchi than upwards to the nasal passages. 
Cough is present from the beginning, and may 
from an early period attract attention by the 
frequency with which it recurs; it is apt to be 
specially troublesome during the night. Towards 
the end of the first week the attacks of coughing 
become both prolonged and severe, and often 
culminate in vomiting, an occurrence which of 
itself should arouse suspicion of the specific 
nature of the disease. 

The duration of the stage of simple catarrh 
varies from a week to ten days. The commence¬ 
ment of the paroxysmal stage is marked by the 
appearance of the characteristic spasmodic cough. 
This, in its most typical form, consists of a pro¬ 
longed expiratory effort, broken by a number of 
short coughs, each cough becoming more feeble 
and toneless as the limit of expiration is ap¬ 
proached, until the series is terminated by a long- 
drawn and forcible inspiration, which, by reason 
of the approximation of the vocal cords, throws 
these structures into vibration, and gives rise to 
the familiar “ whoop.” A paroxysm of coughing 
is constituted by the repetition of the above 
sequence of events, it may be many times, until, 
with the expulsion of a small quantity of mucoid 
material, relief is obtained. The paroxysm is not 
always exactly as has been described. In some 
instances the series of expiratory coughs is greatly 
curtailed, and whoop follows whoop in rapid suc¬ 
cession. In other cases the air is freely drawn 
in with inspiration, and no whoop is produced; in 
such an event, although the inspiratory effort is 
noiseless, the preceding series of expiratory coughs 
is usually characteristic, and allows of no doubt as 
to the nature of the disease. 

The distress occasioned by the paroxysms of 
cough may be very great. By their tendency 
to occur during the night they are apt, if 
frequently repeated, to prevent sleep, and thus 
to hinder recovery from the exhaustion already 
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produced by the violence of the cough. They 
are also apt to lead to frequent vomiting, and 
therewith arises danger lest the nutrition of 
the body be not properly maintained. There 
are also certain special risks which attend the 
actual paroxysms. As is indicated by the lividity 
of the face and the prominence of the superficial 
veins, there is, during the attack, an accumula¬ 
tion of blood under pressure in the venous 
system, and the strain thus repeatedly placed 
on the walls of the smaller vessels may be 
such that they give way, with resulting haemor¬ 
rhage. Blood is specially liable to be effused 
from the mucous membranes, the vessels of which 
are superficial and comparatively unsupported, 
and in particular from mucous membrane which 
is or has recently been the seat of catarrhal in¬ 
flammation. Thus epistaxis may occur, or hae¬ 
morrhage may take place from the mucous 
membrane of the fauces or larynx, or from that of 
the bronchial tubes. Subconjunctival petechiae 
may be formed, and in some cases the vessels of 
the meninges or of other parts of the brain 
become ruptured, giving rise to convulsions. 
General convulsions, though in any event a serious 
symptom in whooping-cough, are, however, more 
frequently the outcome of a congested condition 
of the vessels, short of actual rupture. 

In an uncomplicated case of whooping-cough 
the symptoms of catarrh, which are prominent 
during the first stage, frequently subside at an 
early period of the paroxysmal stage; and apart 
from the spasmodic cough, there may appear to 
be but little amiss with the child. The duration 
of this stage is exceedingly variable. Convales¬ 
cence is seldom established in less than six weeks 
from the onset of the disease. On the other hand, 
cough may persist for three or four months, or even 
longer, though usually declining in severity during 
the later weeks. 

The protection afforded by whooping-cough 
against subsequent attacks is well marked. It is 
exceedingly rare for an individual to suffer a 
second time from the disease. 

Complications and Sequela ,—Of complications, 
acute pulmonary affections are the most important, 
and it is to these that the larger number of fatal 
cases are due. Uncomplicated cases of whooping, 
cough in healthy children nearly always terminate 
favourably, however prolonged the disease. Chil¬ 


dren of a tender age, and those who are rickety 
or otherwise in a weakly state of health, suffer fre¬ 
quently and severely from various complications, 
and among such children the mortality from secon¬ 
dary lung trouble is high. Capillary bronchitis and 
broncho-pneumonia are very common; lobar pneu¬ 
monia is less common. Empyema may occur, and 
in most instances is secondary to pneumonia. 
Permanent emphysematous changes may result 
from the great strain placed on the pulmonary 
tissue by the repeated cough. The same factor 
of strain may conduce to a yielding of the bron¬ 
chial tubes, and bronchiectasis may hereby be pro¬ 
duced—a condition deserving special attention by 
reason of its liability to be mistaken for tubercular 
excavation. Asthma not infrequently makes its 
first appearance in children after whooping-cough, 
and apparently owes its origin to this disease. 
Similarly, tubercular disease , either of the lymphatic 
glands or of the lungs, in many cases dates from a 
period of ill-health subsequent to whooping-cough. 

Treatment. —-In the treatment of whooping-cough 
it is of the first importance to bear in mind how 
easily contagion is conveyed from one person to 
another, and to insist on isolation. The risks 
involved in an attack of whooping-cough are great, 
and the mortality among children from this disease 
and its complications is high. The practice of 
bringing children together in order that one may 
take the disease from another is therefore most 
strongly to be deprecated. 

In the absence of definite knowledge of the dura¬ 
tion of contagion, it is impossible to lay down precise 
rules as to the period during which isolation should 
be continued. It is advisable in all cases to 


isolate for at least six weeks, and beyond this time 
for as long a period as any symptoms of catarrh 
may be present. It is better to be on the safe 
side, and to isolate for too long than for too short 
a time. The whoop may apparently continue for 
some time after all risk of contagion has ceased ; 
this symptom cannot, therefore, be taken as 
evidence of persisting contagion, and is of little 
value as a guide to the time at which isolation 
may be safely abandoned. 

During the non-paroxysmal stage the treatment 
should be that of an ordinary catarrh; the child 
should be kept in a well-warmed and well-ventilated 
room, and if feverish ’ he should be confined to 


bed. Light and nourishing diet of a liquid and 
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semi-solid character should be given. The ad¬ 
ministration of drugs should be directed to the 
promotion of diaphoresis, with easing of the cough 
and loosening of the secretion from the inflamed 
mucous membrane. A combination of ammonium 
carbonate or ammonium acetate with ipecacuanha 
is well adapted to this purpose. The following 
may be prescribed for a child four or five years 


old :— 

Liq. Ammon. Acetat. ... ... v\xxx 

Vin. Ipecac. ... ... ... n\v 

Syrup ... ... ... ... it[x 

Aq. ad ... ... ... jij 


To be taken every four hours. 

As soon as the nature of the disease is evident, 
it becomes a matter of great importance to secure 
a proper amount of sleep, and thereby to forestall 
exhaustion of the nervous system. In the event 
of wakefulness, caused by repeated attacks of 
coughing, opium , given in small doses at night¬ 
time, is invaluable. It may be conveniently pre¬ 
scribed in the form of Dover’s powder, of which 
a grain may be given to a child one year old, and 
two or three grains to a child of four or five. 

With the advent of the paroxysmal stage the 
treatment may require some modification. After 
the fever and other acute manifestations of catarrh 
have subsided, there is no longer need to keep the 
patient in bed. In the later stages, when, except 
for the spasmodic cough, the child is practically 
well, open air is not only free from harm, but is 
beneficial, and the child is the better for a short 
walk, during fine weather, in the best part of the 
day. The liability to lung complications during 
convalescence must, however, always be kept in 
mind, and such a line of treatment is contra-in¬ 
dicated by the presence of bronchial catarrh. In 
any case the child should be warmly clad, and 
care taken to avoid draughts and exposure to un¬ 
favourable weather. 

If the attacks of cough are so severe as to 
occasion vomiting, great caution is necessary in 
the diet, both as regards the nature of the food 
and the time at which it is given. Food should 
be chosen which is light and easy to digest, and 
at the same time nutritious. Milk should form 
the staple ingredient, and may be given alone, or 
in the form of milk puddings or custards, or beaten 
up with eggs. Meals should be taken as far as 
* practicable after paroxysms of coughing, since at 


this time they are least likely to lead to fresh 
paroxysms, and the food is most likely to be re¬ 
tained. 

Drug treatment should be directed to the 
mitigation of the severity and frequency of the 
spasmodic cough, with the object of avoiding 
exhaustion, of securing uninterrupted sleep, and 
indirectly, by lessening the tendency to vomiting, 
of promoting nutrition. Potassium bromide and 
chloral hydrate are both efficient in this respect. 
Belladonna is also often of value, and may be 
advantageously combined with bromide of potas¬ 
sium ; thus, for a child of four or five, the follow¬ 


ing may be given :— 

Potass. Brom. ... ... gr. v 

Tinct. Belladonn. ... ... v\x 

Syrup. Aurant. ... ... l)|x 

Aq. ad ... ... ... 5ij 


To be taken every four hours. 

Among other drugs which are recommended, 
bromoform, alum (two grains or more every four 
hours for children of a year old and upwards), 
lobelia, and cannabis indica may be mentioned. 
Bromoform has been used with good results in 
many cases, and should be given in doses varying 
from half a minim for a child under a year old, to 
two minims for a child of five. It appears to 
exercise a controlling influence over both the cough 
and the vomiting. It is insoluble in water, and 
may be prescribed as follows : * 


Bromoform ... ... n\j 

Pulv. Tragacanth. Co. ... ... 5ss 

Syrup Simpl. ... ... ... Jss 

Aq. ad ... ... ... Jss 


To be taken three times a day. 

There are, however, cases in which drug after 
drug is tried, but the cough resists all measures 
employed for its relief. In these it is better to 
direct the treatment to the maintenance of the 
general health, rather than to dose the patient 
with inefficient drugs. Much may be done by 
attention to hygiene and by regulation of the diet, 
with the administration of small doses of opium as 
indicated above for the purpose of ensuring sleep. 

As the cough subsides and convalescence is 
established, a more tonic line of treatment should 
be adopted. Cod-liver oil and iron are of great 
benefit at this stage, and, combined with a change 

* Burton-Fanning^' The Practitioner,’ 1893, vol. i. 
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of air to the sea-side when practicable, may be the 
means of securing a satisfactory recovery, and of 
minimising the risk of pulmonary sequelae, to 
which, as has been indicated, those who have 
recently suffered from whooping-cough are pecu¬ 
liarly liable. 


THERAPEUTICAL NOTES, &c. 


Chlorosis, vith especial reference to its 
Treatment by Intestinal Antiseptics.— Towns¬ 
end, in the ‘Boston Medical and Surgical Journal* 
of May 28th, 1896, reports having treated thirty 
out-patients with beta-naphthol, without iron, for 
purposes of intestinal antisepsis. Two grains 
were given three times daily, and the average 
length of treatment was twenty-three days. The 
average gain in haemoglobin per week in these 
cases was a little less than 2 (1-85) per cent., 
the greatest gain being 10 per cent, for two weeks 
and 6 per cent, for five weeks. The patient that 
did the worst lost 7*5 per cent, per week for two 
weeks. 

After three weeks of beta-naphthol treatment, 
if the patient gained less than 2 per cent, of 
haemoglobin a week she was put on Blaud’s iron 
pills. 

There were thirty-one cases treated with Blaud’s 
pills, five grains only, t.i.d., for an average period 
of four weeks. The average gain per week was 
a fraction over 5 per cent. (5*07), or more than 
two and a half times as much as in the case of 
beta-naphthol. In Dr. Stone’s cases treated in 
the clinic with Blaud’s pills, a gain of 5 per cent, 
per week is stated to be a fair average. 

As so many cases were constipated (65 per 
cent.), and as this symptom was always treated 
with cascara, whether the patient was given beta- 
naphthol or iron, it seemed to the writer of 
interest to treat a series of these constipated cases 
with cascara alone. Seven cases were so treated, 
to some of these nux vomica and hydrochloric 
acid being also given where the stomach was dis¬ 
ordered. The results, however, were not encour¬ 
aging, as these cases, after treatment averaging 
two weeks and one day, lost on an average 
1 £ per cent, of haemoglobin a week. The greatest 


gain made was but 4 per cent, in one case. 
These results, as well as the 35 per cent, of the 
cases of chlorosis without constipation, do not 
bear out Sir Andrew Clark’s deduction that 
chlorosis is largely dependent on constipation. 

Of the thirty-one cases treated with iron, twelve 
had previously had a preliminary treatment for 
three weeks with beta-naphthol, with an average 
loss of one-twelfth of 1 per cent. When put on 
iron these gained 6*7 per cent, per week, for an 
average of thirty-two days. This certainly shows 
the superiority of the iron treatment in these cases, 
and seems also to point to a certain advantage 
from the preliminary treatment with beta-naphthol; 
for of nineteen cases treated with iron without the 
preliminary beta-naphthol treatment, the average 
gain for three and a half weeks was 4*5 per cent, 
per week. A simple computation will show, 
however, that at the end of seven weeks the last 
set of cases continuing, the slower gain would be 
ahead of the other cases with the two sets of treat¬ 
ment. What the effect of a combination of the 
two treatments at the same time would be, the 
author is now trying to find out at the hospital, 
and the field looks promising from the results 
obtained above. 


Tabulated summary of treatment, showing 
average gain in haemoglobin per week. 


Beta-naphthol, 30 cases 

Per cent. 
I*8 5 

Blaud’s iron pills, 31 cases ... 

5*°7 

Cathartics alone, 7 cases ... 


Blaud’s pills, after a preliminary treat- 

ment with beta-naphthol, 12 cases... 

6* 70 

Blaud’s pills, without a preliminary 
treatment with beta-naphthol, 19 

cases ... 

4 * 5 <> 


Since the above was written, the writer has been 
able to test the effect of iron and beta-naphthol 
combined in three months’ service in the Out¬ 
patient Female Medical Department of the Massa¬ 
chusetts’ General Hospital. During this time 
ninety-two cases of chlorosis were recorded. Of 
these, twenty-eight were observed from two to 
seven weeks, or an average of 4*3 weeks. Those 
seen once or twice only are excluded. In all, 
the haemoglobin was estimated at each visit, and, 
to make sure of the diagnosis, the blood was 
counted once. For this work the author is 
indebted to the externe, Mr. W. H. Smith, and a • 
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number of able assistants. The average of two 
readings of the haemometer was always taken, and 
without knowledge of the percentage obtained at 
the previous visit, the examiner thus avoiding 
prejudice. The cases were all treated with two 
grains of beta-naphthol in tablet form and five 
grains of Blaud’s iron pills three times daily. 

The average gain per week in these twenty-eight 
cases was 7*9 per cent., the maximum gain being 
20 per cent, per week for two weeks in one case, 
14 per cent, for three weeks in another, 13 per 
cent, for four weeks in another, while another 
patient averaged a gain of 11 4 per cent, a week for 
five weeks. 

The average amount of haemoglobin possessed 
by each patient before beginning treatment was 48 
per cent. After 4*3 weeks of treatment it was 82 
per cent. The rapid return of health, as shown by 
the symptoms of the patient and the improvement 
in colour, was often most striking. 

The results of this combined treatment, as will 
be seen, are considerably better than those ob¬ 
tained with iron alone, and much better than those 
with beta-naphthol alone .—Therapeutic Gazette . 

Gonorrhoea and Marriage. —Physicians who 
treat sexual diseases are very often asked by 
patients, especially syphilitics, about marriage. 
But if a patient who contracted gonorrhoea leads 
off with similar questions, the physician will hardly 
find in any of the text-books on sexual diseases a 
satisfactory answer. This seems the more strange, 
as many writers, both foreign and native, have 
treated the subject of chronic gonorrhoea or gleet 
in its latent form quite extensively. Noeggerath, 
of New York, was the first who treated the subject 
more extensively and drew the attention of the 
profession to the danger arising from marriage 
with gonorrhceics. He formulated a dictum, that 
the wife of any man who had gonorrhoea before 
marriage, will, with few exceptions, develop later 
on a latent gonorrhoea. 

Ricord and Lewin, and the statistics of the 
German army, estimate that about 80 per cent, of 
men in large cities are affected with gonorrhoea. 
A man cannot be pronounced cured who does not 
show any more discharge, except a microscopical 
examination finds a normal secretion from the 
urethra. French and German military surgeons 
say that 90 per cent, of gonorrhoea are not cured, 


and that of ico women, who married men with 
supposed gonorrhoea, only 10 will be found sound. 
Even with a limited material on my hands, I must 
consider this assertion correct. 

Bumstead, Schwartz, Ricord, etc., found that fo 
to 15 per cent, of men were affected with incurable 
gonorrhoea, caused by neglect of their own or 
through mismanagement or ignorance of their 
physicians. 

Professor Saenger, of Liepzig, in a paper read 
before the German Gynaecological Congress in 
Berlin, found that in 1930 cases, tabulated by 
various observers, 230 or 12 per cent., or one 
eighth of all cases of pyosalpinx, and other surgical 
diseases of women, gonorrhoea was the primary 
cause. In 161 cases, which were personally ob¬ 
served by him, 29, or 18 per cent., were affected 
with gonorrhoea. We may safely assume that \ 
per cent, of all the cases seen by gynaecologists, 
have their origin in gonorrhoeal affections. Think 
of the suffering and invalidism caused by men with 
chronic gonorrhoea, who either through ignorance 
of their own or their physicians, are allowed to 
marry. We can readily see that gonorrhoea is not 
such a harmless affection after all, as a good many 
suppose it to be, and that one prescription and a 
clap syringe will never cure or even abort a case of 
gonorrhoea or gleet. Man is not the only sufferer, 
but his wife has to suffer. Cases of serious com¬ 
plications are often met, not only in the acute stage, 
as epididymitis, ulcerations, cystitis, &c., but more 
so in the chronic stage. 

Any patient presenting himself to us in such a 
condition and showing that he is the carrier of 
infection, which may at any time prove serious and 
even fatal, ought certainly not to be allowed to 
marry. 

Posterior urethritis is always complicated with 
prostatitis, the gland gets in most cases acutely 
inflamed, very often leading to abscess formation, 
pyaemia and death. Strictures, which are present 
in chronic gonorrhoea, if not properly treated by 
gradual dilatation, may cause cystitis, eventually 
leading to urinary infiltrations, causing intense 
inflammation, the renal pelvis and parenchyma 
may be involved, developing nephritis, which may 
become intractable to treatment, very often ending 
fatally. 

In the chronic stage of urethritis, neurasthenia 
is generally developed. In spite of good appearance 
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and nutrition, the patients are usually in a deplor¬ 
able state. Impotence and pollutions depress the 
mind, the nervous disturbances spread farther, and 
other spinal symptoms are added. These include 
the various manifestations of spinal irritation, 
pressure and pain in the back, formication, cold 
or heat along the spine, radiating neuralgias and 
paralysis, particularly the lumbo-sacral plexus. 
Gastric and internal catarrh may set in, caused 
by atony, the nervous symptoms become more 
severe, the unstable vaso-motor systems causes 
rapidly changing colour, pallor and redness, espe¬ 
cially in the face. Digestion is poor, the local 
symptoms in the domain of the uropoietic and 
sexual organs attain considerable intensity. The 
number of women who lose their lives through 
gonorrhoeal infection is quite large, and a large 
proportion live a miserable existence. Among 
the diseases we may mention pelvic peritonitis, 
perimetritis, pyosalpinx, &c. If they have children, 
quite a number are diseased with blennorrhoea 
neontaorum. 

Magnus, Graeffe, and American physicians have 
found that in asylums for the blind about 75 per 
cent, are caused by gonorrhoeal infection,—certainly 
frightful to contemplate. The number of these 
Unfortunates is even now very large in private 
practice, in spite of improved methods of treatment 
and warnings of eye surgeons. 

With these facts before us, the question whether 
a man shall be allowed to marry who once acquired 
a gonorrhoea and considers himself cured of the 
same, is socially and hygienically a very grave one. 

No modern physician will neglect to examine 
microscopically the membranous deposits of the 
fauces in suspected diphtheria, and he certainly 
ought not to be unmindful to use the same pre¬ 
cautions in cases of gonorrhoea. It is absolutely 
necessary to examine the discharge or the urine. 
In every case the micro-organism must be fully 
proven to be gonorrhoeic. 

Gonorrhoea is the only infectious catarrh of the 
female sexual organs. No other secretion of what¬ 
ever nature will produce in the male urethra, 
gonorrhoea, neither carcinoma, nor menstrual dis¬ 
charge, nor profuse secretions from whatever 
cause, nor even the thick white secretions of 
vaginitis desquamativa of pregnant, chlorotic, or 
scrofulous subjects. The carriers of the gonor¬ 
rhoeal contagion or the contagium proper are the 


gonococci of Neisser. A secretion in which they 
are found is capable of infection, without them no 
infection is possible. Without gonococci no 
gonorrhoea, they are the real and only pathogno¬ 
monic sign of clap. 

The shape of the gonococci resembles that of 
coffee beans, and the fact that inasmuch as they 
are diplococci, they are always found joined in 
twos and twos. The mode of their division gives 
rise to circumstances that the gonococci are never 
found in chains however short, but always in 
heaps. They are readily stained by aniline 
colours, but they lose their staining readily in 
comparison with the majority of other cocci. 

If they are absent, or present in such small 
numbers that doubt in diagnosis is justified, more 
intense suppuration of the urethra should then be 
produced by an injection of J per cent, nitrate of 
silver or formalin. This produces pus cells, en¬ 
closing characteristic cocci groups, and a diagnosis 
becomes clear. 

We can only say positively that a man has been 
permanently cured from gonorrhoea when no cocci, 
no strictures of whatever kind, no clap shreds ac¬ 
cording to Fuerbruger, &c., are to be found, and 
the secretions of the urethra are again normal. 

If this is the case, and only till then, we may 
sanction the marriage of a gonorrhoeic. It is the 
duty of every practising physician to make him¬ 
self familiar with bacteriological methods of exa¬ 
mination, or if that is not possible, to have the 
examinations made by some physician who can. 

Charlotte Medical Journal . 

Treatment of Pertussis. —Dr. Charles Gil¬ 
more Kerley reports relative to treatment as 
follows: “ Antipyrin, bromides and belladonna 
were each used in several groups of twenty. The 
ages of the cases treated varied from six weeks to 
five years. They were of every condition of bodily 
strength and weakness. The duration of an attack 
was not shortened in a, single instance. Antipyrin 
gave the best results. Under its use the number 
and severity of the paroxysms subsided. A com¬ 
bination of the bromides of soda, potash and 
ammonia came next. The much-vaunted bella¬ 
donna appeared to exert little or no influence. 
It was given to the point of physiological effect. 
Alum gave practically negative results. Dilute 
nitric acid and fluid extract of horse-chestnut 
leaves were utter failures. The results in a few 
cases in which antipyrin was used were notably 
good. The number of paroxysms diminished one- 
half in some, one-third in others. 

N Y. Polyclinic . 
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Gentlemen, — I am wishful this morning to relate 
and to discuss with you the case of a boy whose 
kidney we found it necessary to remove because 
of rupture, in the month of May last. Some of 
you will remember that he was for a time extremely 
ill, and that his life was in no little danger; but I 
am glad that in spite of the perils through which 
he passed, we have him here to-day looking 
bright and happy, and the picture of health, 
although we cannot yet pronounce him well. I 
purposely draw this contrast between now and 
then in his history, because I think we shall have 
to admit that surgery did not do the best for him 
that might have been done, and that in a most 
important point of practice we erred in delaying 
the removal of his kidney until to the dangers, 
the comparatively small dangers, incidental to the 
rupture, there had been added, and inevitably 
added, those due to sepsis. The case is therefore 
a singularly appropriate one for our consideration, 
for as I have often told you, from mistakes, how¬ 
ever trivial, much is surely to be learned. 

His age is 15, and on the afternoon of April 
25th last he fell out of a cart and landed upon the 
kerb-stone on his left side. He vomited and had 
some pain, but it was not until two hours afterwards 
that, feeling much worse, he was brought to St. 
Mary’s Hospital. He was then markedly collapsed, 
and complained of great tenderness over the left 
twelfth rib, and between it and the iliac crest. 
There was tenderness also in the left iliac region, 
while in both the areas named there was a dis- 
Vol. IX. No. 5. 


tinct suspicion of fulness on palpation. The 
water which he passed contained a small quantity 
of blood. Ergot was given him, and an ice-bag was 
applied to his side, and with the exception that he 
vomited twice he was fairly comfortable until 10 p.m. 
He then became so restless, and was in so much 
pain, that the house surgeon sent for Mr. Silcock. 
I forget at this moment why I could not come 
myself. By him it was determined that there was 
no rupture of the bladder, and as, with other absent 
indications of abdominal injury, there was no 
diminution of the liver dulness, he thought there 
was not sufficient warrant for opening the abdomen, 
although there was unquestionably some tym¬ 
panites, and the abdominal wall hardly moved in 
respiration. Injury to the left kidney was strongly 
suspected. Presently the lad became easier and 
fell asleep, but during the 27 th and 28th, both by 
night and day, he was frequently sick, although he 
had less pain in the iliac region and loin. His 
temperature had risen to roi° F. The urine no 
longer contained blood. It was of adequate 
amount. 

On the 29th he was tranquil and at ease through¬ 
out the day; but towards the evening he began to 
have pain in the epigastrium, in the left flank and 
iliac region, extending thence to the upper part of 
the buttock in the distribution of the iliac branch 
of the last thoracic nerve. The pain rapidly 
increased in severity, there was fulness in the 
affected parts, and they were acutely tender. His 
temperature had risen to 102°. I was accordingly 
sent for, and detecting deep-seated fluctuation in 
the left iliac region and loin, proceeded to explore 
by a lumbar incision as in the operation of 
nephrotomy. A cavity was opened behind the 
peritoneum, extending from the kidney down to 
the iliac region, and from it was evacuated broken- 
down blood-clot mixed with urine. A rent was 
detected in the kidney, but there was apparently 
no bleeding. The cavity having been thoroughly 
irrigated, a gauze drain was placed in the most 
dependent part of the wound, which was approxi¬ 
mated with deep and superficial sutures. After 
this he was much more comfortable, the tempera- 
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ture fell and he was comparatively free from pain. 
There was a copious discharge of urine from the 
wound, which nevertheless in its superficial parts 
healed by first intention, the site of the drain alone 
excepted. The quantity of urine passed from the 
bladder varied from 16 to 38 ounces a’day. It 
looked, indeed, as if the wound would close with* 
out further trouble, and on May 10th it is recorded 
that there is no more discharge, and only a small 
superficial sore,—to be dressed with red lotion. 
Appearances, however, were deceptive, for while 
all seemed well upon the surface, there was 
mischief going on within. 

On May 12th the temperature rose to 103° F., 
and once more there was pain. The urine, more- 
over, contained blood, pus, and mucus, and a 
small clot was passed by the urethra. It was 
obvious what had occurred : and in the afternoon 
he was given an anaesthetic, and the wound was 
reopened and enlarged. Blood, pus, and urine, 
though in less quantity than before, were again 
evacuated. The boy was not much better for 
this; and on the 14th his temperature rose to 
105°. He was drowsy and very ill. Sponging 
brought the temperature down to ioi°, and on 
the 15th he was decidedly better ; but his general 
condition was not so favorable on the 16th, and 
it was resolved to explore the cavity even more 
thoroughly than before, and free ir> if possible, 
from the septic matter which it contained. It was 
accordingly laid open, and a fresh pocket of blood 
and pus was found. The kidney was now felt to 
be distinctly swollen, and in a very different con¬ 
dition from that of a few days before. The ques¬ 
tion of its immediate removal naturally arose; 
but it was deemed wiser to wait until the peri¬ 
nephral space was somewhat less septic, and the 
boy had himself improved. And in both these 
matters we were not disappointed; so that when 
nephrectomy was undertaken on the 23rd, the 
state of things was much more favourable for 
such an important operation. The removal was 
free from special difficulties, although the original 
wound had to be enlarged. The kidney was found 
to be torn nearly in half by a transverse rent 
which stopped just outside the pelvis. In one 
place there was some evidence of repair, but the 
edges of the rent seemed to have been separated 
by a mass of fat which had prevented apposition 
and.union. The ureter was uninjured. 


The boy rallied well from the operation; but 
there was a good deal of trouble afterwards, by 
reason of discharge from the large septic cavity 
which had been opened ; and it was not until the 
16th of June that the temperature was normal, and 
he could be pronounced convalescent. Through¬ 
out this period there was a notable increase in the 
quantity of urine, satisfactory evidence that the 
remaining kidney was efficiently taking up the 
work. He left the hospital on July 3rd; but 
early in August it wa$ necessary to admit him 
again for a few days, because of discharge from a 
superficial sinus in the loin. His urine was then 
normal, but I am sorry to say that it again 
contains pus, and he is once more an in-patient. 

I have given you the history with great brevity, 
for nothing is surely more tedious and unprofitable 
than the encumbrance of a record with daily 
variations of temperature, and bowels, and sleep 
and food. These observations are of great value 
at the bedside, but they are wearisome to listen to 
or read. You have the essential facts, and they 
are these :—A rupture of the kidney, the escape of 
blood neither by the natural channels nor into the 
peritoneal cavity, but into the perinephral retro¬ 
peritoneal parts, where, mingled with urine, it 
came in time to form a large fluctuant swelling 
which demanded the intervention of surgery. I 
suppose it would be correct to say that in the vast 
majority of cases of rupture of kidney the lesion is 
made evident by blood commingled with the urine 
passed by the urethra, and that it is an exceptional 
occurrence for the haemorrhage to be so profuse or 
so continuous as to call for operative measures, 
either by plugging, suture, or removal of the 
kidney, to prevent the patient bleeding to death. 
In other words, it is uncommon for rupture of the 
kidney per se to be a fatal injury, the haemorrhage 
rather tending gradually to cease, be it spon¬ 
taneously or after administering ergot or gallic 
acid, and applying ice. Of more serious import¬ 
ance are those cases in which, together with 
rupture of the kidney, there is a tear also through 
the peritoneal coat, and blood in dangerous 
quantity is poured into the peritoneal cavity. 
Here surgery must perforce step in, whether it be 
in the case of a child whose perinephral fat has not 
yet been formed, and the peritoneum is in closer 
contact with the viscus, or where there has been 
j an external wound and both kidney and peritoneum 
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have been tom. You will 6nd a case of this sort 
recorded in last week’s journals as having been 
brought before the Clinical Society by Mr. Wallis, 
of Charing Cross Hospital. A man, 22 years of 
age, fell from a ladder on a spiked railing when 
cleaning windows, and was impaled. The spike 
had penetrated the abdominal wall below the tenth 
costal cartilage, and by the wound thus made the 
finger entered the abdominal cavity. Soon after 
admission he passed a pint of nearly pure blood 
by the urethra. Mr. Wallis operated at once, 
removed the kidney, which was found to be torn 
nearly in two, cleaned a quantity of blood from 
the peritoneal cavity; and although the collapse 
was great, succeeded in saving the patient’s life. 
Healing ran a perfectly aseptic course—an example 
of most excellent surgery. 

Our own case illustrates the other condition of 
things in which the surgeon may have to interfere. 
And here there are certain special dangers which 
await him, and which call for most anxious con- 
sidetation. Let me endeavour to tell you what 
passed through my mind in the various stages of 
the treatment of our patient. Clearly there was 
no call for immediate interference ; but as soon as 
there was definite evidence of ''affusion into the 
perinephral parts, and great suffering in conse¬ 
quence, the right and only thing to be done was 
to lay the cavity open and clean out the contents. 
This presented no difficulties; but I was conscious 
that it would be a very difficult thing indeed to 
secure continued asepsis in a cavity so situated, 
and that if asepsis failed, fresh difficulties and 
dangers would inevitably ensue. How nearly we 
succeeded in procuring asepsis, the history of the 
case has shown; but in a few days it became ob¬ 
vious that sepsis was again active, not because of 
contamination by the external wound, but as an 
inevitable consequence of the state of things within; 
The removal of a kidney is not a thing to be 
lightly undertaken. The individual may, perchance, 
be the possessor of one kidney only, as in one or 
two recorded cases; and in any event to leave him 
with only one, by depriving him of the other, is a 
very serious matter. I was loath, therefore, with¬ 
out good cause shown, to sacrifice his kidney at 
this stage of the case; but when sepsis again 
became active in the perinephral parts, I knew 
that his kidney would have to go, for not only was 
there the certainty of the injured kidney becoming 


septically inflamed, but there was this greater 
danger also — that the micro-organisms which 
travelled with the pus down the ureter to the 
bladder, might thence ascend by the healthy 
ureter to the sound kidney on the opposite side. 
This is no imaginary danger; and many a time 
has a healthy kidney been thus injured and de¬ 
stroyed. You have heard how the boy passed pus 
in his urine. I am sorry to say that some is still 
there. I hope and believe that it comes from his 
bladder only. In the history it has also been 
mentioned why we did not resort to nephrectomy 
when the cavity was cleansed on the third occasion, 
and I cannot doubt that in the circumstances it was 
wise to defer the operation for a day or two until 
the perinephral tissues were in a rather more healthy 
state, and the boy was himself better able to bear 
it. I wish, however, to dwell especially on this— 1 
that it would have been altogether wiser and better 
had we resorted to nephrectomy at a much earlier 
time, and had thereby saved the patient from the 
dangers incidental to the septic surroundings 
amidst which his wounded kidney lay. On this 
matter I should like to refer you to an important 
paper by Professor W. W. Keen, of Philadelphia, 
one of the most far-seeing and able of American 
surgeons, on “The Treatment of Traumatic 
Lesions of the Kidney,” in the August number of 
the ‘Annals of Surgery.’ 

“The dangers of rupture of the kidney,” he 
says, “ are either primary or secondary. . . The 
primary danger is especially haemorrhage. The 
secondary dangers may be embraced in a single 
word—infection, either of the perinephric tissues, 
in which a haematoma has formed, followed by 
abscess; or of the renal substance itself, either 
directly or through the bladder, an infection which 
may reach the other kidney and prove fatal.” 
“ Only in exceptional cases is the amount of blood 
lost by the bladder dangerous. Ordinarily it is 
valuable only as a symptom showing the fact of 
rupture of the kidney, but not as a symptom by 
which to decide on operating, and still less to 
decide on nephrectomy. Not, therefore, the visible 
loss of blood by the bladder, but the insidious 
and concealed and easily overlooked, but far 
more dangerous bleeding into the perinephric 
tissues, or into the peritoneal cavity, should re¬ 
ceive the chief attention. If, then, a turnout 
form quickly in the lumbar region, a lumbar 
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exploratory operation should be immediately 
made; and if the kidney be hopelessly destroyed, 
or the haemorrhage such as to require ligation of 
the renal vessels, nephrectomy should be done at 
once. We must take the chances of the existence 
and integrity of the other kidney.” Speaking 
further of cases—like this one of our own—in 
which a lumbar tumour has been late in showing 
itself, a tumour composed of mingled blood, 
urine, and inflammatory products, and where 
nephrectomy is indicated by reason of the severity 
of the injury to the kidney, he goes on to say that 
“ secondary nephrectomy, however, should not be 
postponed until such septic complications have 
developed, but should be done, if possible, to 
anticipate and prevent them.” And this doctrine 
is emphasised and confirmed by his analysis of a 
large number of cases. I will not trouble you 
with the figures ; suffice it that after making all 
allowance for the effect of concomitant injuries 
and complications, secondary nephrectomy is 
found to be nearly twice as fatal as primary, and 
that sepsis is the cause. “ The value of nephrec¬ 
tomy, especially of early nephrectomy, as a life¬ 
saving operation is all the more evident when we 
remember that the large majority of the cases in 
which no operation was done were the slighter 
kinds of injury.” The dangers of rupture of the 
kidney, above everything else, are haemorrhage 
and sepsis, and the record of published cases shows 
that a more frequent resort to primary nephrec¬ 
tomy would have avoided a number of deaths 
from both of these causes. “ In any case, there¬ 
fore, with severe or dangerous symptoms the 
surgeon should lean towards exploration, and in 
severe laceration towards early nephrectomy. It 
will add little to the risk, and will probably save a 
considerable proportion of lives.” 

Mr. Wallis, to whose case I have alluded, has 
gone over the same ground, and has added more 
cases for analysis. I have to thank him for letting 
me peruse the MS. of his paper. It practically 
confirms all that has been said by Professor Keen, 
and shows how great are the dangers of sepsis. 
Thus, of eleven fatal cases out of a total of thirty- 
five collected by Grawitz to which he refers, no 
fewer than eight had suppuration of kidney, and 
of nineteen cases which Tuffier records of secon¬ 
dary surgical interference there were nine recoveries 
and ten deaths. 


The evidence seems conclusive on this point, 
and the importance of the subject must be my 
excuse and justification for referring so fully to 
the work of others in a clinical lecture upon a case 
of our own. I confess that the trend of the 
statistics compiled by these authors has somewhat 
surprised me. Statistics we all know may be made 
to prove anything or nothing, according to the 
bias of the statistician, but that in this instance 
they should tell against our own practice is some 
evidence that in my judgment they ought not to 
be disregarded. At any rate, I commend them in 
their several bearings to your thoughtful con¬ 
sideration. 


THE TREATMENT OF EMPYEMA. 

BY 

SAMUEL WEST, M.D., F.R.C.P., 
Assistant Physician, etc., to St. Bartholomew’s Hospital; 
Senior Physician to the Royal Free Hospital, fctc. 

( Continued from p. 54.^ 


PART II. 


The mode of cure .—The cure of an empyema is 
only complete when the lung and the chest walls 
have come into contact again. Usually this is 
attended by adhesion of the two layers of the 
pleura together, so that the cavity of the pleura 
is completely and permanently obliterated; yet 
adhesion need not necessarily take place, and 
probably in some instances does not occur, as is 
shown by cases of recurrent empyema—that is, 
cases in which a second empyema occurs some 
time afterwards upon the same side. 

As soon as the pus has been removed from the 
pleura, the cavity becomes greatly reduced in size. 
This is brought about, first by the falling in of the 
ribs, secondly by the rising of the diaphragm, 
thirdly by the return, to some extent, of the heart 
and mediastinum, and lastly by the re-expansion 
of the collapsed lung. 

1. The diaphragm rises immediately the side is 
opened. This is due to its being forced up by the 
abdominal contents under the contraction of the 
abdominal muscles. 

2. The chest walls fall in. When the collection 
has been a large one and the side has been 
much distended, incision relieves this distension 


Digitized by 


Google 



The Clinioat Journal.] 


DR. WEST—TREATMENT OF EMPYEMA. 


• [Nov. 25,1896. 69 


and allows the ribs to fall back to an intermediate 
position at once. But in some cases, even where 
the effusion is large, the side is not distended, 
but somewhat flattened and contracted, and this 
flattening always take place in the course of time 
after an incision has been made. 

The extreme contraction which follows a long¬ 
standing empyema or a chronic pleurisy is, no 
doubt, to be explained by the contraction of the 
fibrous tissue which has formed between the 
two layers of the pleura and the root of the lung; 
but considerable contraction of the side is often 
seen when the lung and the pleura and the chest 
walls are not in contact, and some other explanation 
therefore must be sought for. The contraction is 
most marked in the lower part of the chest, and 
this is to be explained, no doubt, by the pull of the 
abdominal muscles upon the lower ribs, which tends 
to flatten them ; and this downward pull, no doubt, 
tends to flatten the whole side, and the upper ribs 
as well, to some extent. But another factor which 
I think comes into play is the palsy, from disuse 
probably, of the intercostal and other muscles 
which, when healthy, tend to keep the ribs raised. 
This part of the flattening, which is due to loss of 
muscular power, could easily be removed when the 
muscles come again into action, and thus we have 
an explanation of the rapid disappearance of a 
good deal of the flattening when the incision has 
closed, as well as the appearance of flattening 
before the fluid has been removed from the pleura, 
which has been already referred to. 

3. The re-expansion of the lung. We are usually 
told that when the side is opened the lung con¬ 
tracts by virtue of its own elasticity, which is suf¬ 
ficient in a short time to produce even complete 
collapse of the whole organ. If this be the simple 
fact it is difficult to understand how the lung ever 
expands again. The explanation of its expansion 
usually given is that adhesions form between the 
lung and the pleura, and these, by their contrac¬ 
tion, slowly pull the lung out again ; or that the 
cavity granulates up from the bottom and «closes 
in this way, and that subsequent contraction of 
these granulations causes the lung to come out. 
When one really considers these explanations they 
seem to be impossible; nor is there much evidence 
to support them—for, in the first place, the sur¬ 
faces are not covered with the luxuriant granula¬ 
tions that this theory would suppose; and con¬ 


nective tissue, when it forms, is at least quite as 
likely to bind the lung down as to form between 
the two layers of the pleura and cause it to expand. 
Indeed, it requires but little clinical observation 
to see that this explanation is not correct. 

Within a very short time of the incision the 
collapsed lung begins to expand and to resume its 
respiratory functions again; and sometimes, within 
a day or two, it is found not far from the external 
opening in the thorax—while there are some cases 
of empyema in which, after incision, the tube has 
been removed, and recovery has taken place within 
a comparatively few days—two or three weeks, or 
even less, perhaps, than a fortnight. Of course, 
where the tube has been removed and the 
external incision closed, leaving a certain amount 
of air within the thorax, it is possible that this air 
may be absorbed, and the forces of absorption 
may come in to help the lung to expand. But. 
the lung is very often found to be expanded and 
to be lying close beneath the walls of the thorax, 
even when the incision still remains patent. 

No doubt, expiration and coughing assist to 
expand the lung; but these forces are intermittent 
in action, while the expansion of the lung is per¬ 
sistent. 

The only conclusion that remains appears to be 
that a collapsed and compressed lung rapidly 
loses its elasticity. This conclusion seems, on its 
own merits, to be improbable. Any way, the fact 
remains that the lungs do expand with very great 
readiness, and in a way that is not in accordance 
with the current theory of their elasticity. 

In children-the cure of empyema is most rapid, 
and the most complete, and at the same time it 
often happens that the deformity is greatest. These 
two facts are to be explained, no doubt, by 
the same condition, viz. the softness of the sides 
of the thorax. Even after very considerable 
deformity in children the chest may in time regain 
perfect symmetry. 

In these cases the recovery may be complete, 
and there may be no displacement of organs, and, 
indeed, nothing except the old scar of the incision 
to show what had been the matter. 

In other cases, though the external deformity is 
rectified so that there is no obvious want of 
symmetry externally, still the deformity has been 
rectified by displacement internally of the organ, 
so that the heart is found beating a long way on 
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to the affected side, the mediastinum is displaced, 
and the opposite lung has undergone considerable 
complementary hypertrophy. 

In the adult the chances of complete recovery 
are not so good, that is to say, more or less 
deformity (flattening), is almost certain to be left. 
Besides this, the chances of complete closure of 
the cavity are not so great, for the lung in the 
adult is so frequently diseased. 

The after management of the case . — The 
frequency of dressing will be determined by the 
amount of discharge. That has already been 
referred to. The rest of the management consists 
in securing perfect drainage through the tube, and 
in shortening the tube and getting rid of it as 
quickly as can safely be done. 

As the cavity diminishes in size the tube may 
be shortened in diameter, and diminished in 
calibre. It is not desirable to be in too great a 
hurry to get rid of the tube. If the tube be 
removed too soon the pus will re-accumulate; 
and if the site of the opening has closed, so that 
the pus cannot make its own exit, a fresh incision 
will have to be made and the tube re-inserted. It 
is a great mistake to be in too great a hurry, for to 
leave out the tube is risky, and will very often 
necessitate a fresh operation. I have seen no less 
than three different operations necessary in the 
same case because the tube was removed too soon. 
At the same time, patients can go about their 
business, in the later stages, with a small tube in 
their side, without any discomfort or disadvantage. 

If the tube cannot be removed within the first 
two or three weeks of the operation (and this is 
quite unusual) the rule that should be laid down 
is that it should not be left out until it cannot be 
put in—that is to say, it should be forced out by 
the expansion of the lung, or by the granulations 
filling up the track of the tube from the bottom. 

Of 134 cases which were operated on and re¬ 
covered, in twenty only was the tube out and the 
wound healed within six weeks from the time of 
operation ; and of these the great majority, viz. 
sixteen, were children, five beinginfants under two 
years of age, nine under ten years of age, and two 
aged thirteen and fourteen years respectively. 
The remaining four were adults of the ages of 


beyond the six weeks ; and though unable to dis¬ 
pense with it entirely for some weeks, or even 
months longer, the side was practically well, for 
the lung had expanded completely, and all that 
was left was a small sinus, or possibly a small 
cavity which did not completely close for some 
time. 

In a few instances the tube could not be got rid 
of for a year or two. Even in these cases recovery 
was ultimately complete. 

There are sometimes, I believe, special reasons 
in the track itself why it will not heal; e. g. they 
may become tubercular. For such cases, whether 
tubercular or not, the sinus might be scraped and 
treated with some active disinfectant. 

I have seen a case in which the discharging 
sinus had existed for eighteen years. Such a 
result must be referred to neglect or improper 
management of the empyema in its early stages, 
and is hardly ever likely to be met with at the 
present time. 

The tube may sometimes be removed very soon 
after operation. The following are the cases of 
most rapid cure which I have met with. 

In 12 days in two boys of 6 \ and 9 years of age. 

In 13 days in a boy of 2. 

In 14 days in a boy of 8 and a girl of 8. 

In 17 days in a boy of 2J. 

In 18 days in a man of 50. 

In 24 days in a boy of 2J. 

In 28 days in four boys of 1, 5, 8 and 13 
respectively, and 
in two girls of i| and 14 ; 
in a man of 30, and 
in two women of 19 and 60 years 
respectively. 

How long the tube will have to remain in it is 
impossible to say in any given case. It may be 
for a considerable time,—weeks or months, and 
sometimes even years. The age, duration of the 
empyema before operation* and the nature of the 
case have all to be taken into calculation, but as a 
rule the prospects of rapid recovery are best in 
j children. 

The young lady to whose Case I have referred, 
| Where three operations were necessary to re-insert 
I the tube, was riot able to dispense With it until 


nineteen, thirty, fifty, and sixty years. 

« Of the rest (/. e. 85 per cent.) the majority had 
the tube in the side for varying periods of time 


three years after the original iricision. The patient 
then, however, became completely well, and had 


no trotible nor difficulty afterwards. 
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The after-management of the tube is not by any 
means so simple as it is often thought; for it 
does not follow, because the tube is in the chest, 
that it is in the cavity and draining the cavity pro¬ 
perly, for the lung not infrequently expands irregu¬ 
larly, so that in the course of time the tube comes 
to lie in a fistulous track of its own, and may pos¬ 
sibly be completely surrounded by the re-expanded 
lung, so that it is not in the cavity of the pleura 
at all. Indeed, the tube may actually cross the 
cavity, and by doing so close the aperture into it 

The patient will then get the signs of pent-up 
pus, the most obvious of which is generally a rise 
of temperature, and every time the tube is removed 
a certain amount of pus will be evacuated, showing 
that drainage has not been complete. These cases 
should be carefully examined with a probe bent 
slightly at the end. With a little manipulation it 
is not difficult to find, a way into the cavity ^nd to 
discover that the tube did not lie in it. A little 
manipulation will then enable the tube to be passed 
along the director in the proper direction, so that 
the cavity can be completely drained. Indeed, it 
should be the rule in a chronic case of empyema 
to examine the cavity that is left with a probe from 
time to time, so as to know exactly what the con¬ 
ditions are which have to be dealt with. 

The after-treatment of a case of chronic empy¬ 
ema is by no means as simple as it is often supposed 
to be, and only those who have considerable expe¬ 
rience of the cases know the difficulties that are 
likely to arise, and the ways in which they can be 
met. 

It is a great mistake to suppose that because a 
tube is in the side it must be in the cavity, and 
that it is doing the work it is intended to do. 

Cases in which there were difficulties with the tube . 
—A lad of 12 years of age had the left side freely 
opened and a piece of rib excised, with the removal 
of six ounces of curdy pus# A few days later a 
copious discharge of pus occurred suddenly, show¬ 
ing no doubt that the original incision did not 
reach the main collection of matter. The cavity 
was washed out; but still the drainage was im¬ 
perfect, and the temperature continued raised# 

On examining the pleura with a long probe, the 
cavity was fouhd to extend a long way towards the 
back, and a tube five indies long was inserted, 
This led to a free evacuation of pus. The tem¬ 
perature, Which.had. been sd irregular, became 


normal, and from this time recovery was rapid. 
In about six weeks time the cavity had completely 
closed, except for the short sinus in which the tube 
lay. 

A girl of 5 years of age, with left-sided empyema, 
was operated on. Pieces of several ribs were 
excised in the posterior axillary region, and a very 
large hole was made, in which a large tube was 
placed ; but a few days later it was evident that 
in spite of the size of the tube and of the wound, 
the cavity was not draining properly. Examination 
with the probe showed the tube to be in a fistulous 
track, and to cross rather than enter the cavity. 
This was then rectified, and recovery was rapid. 

A boy of 3 years of age, with right-sided 
empyema, was operated on in the usual way, and 
a portion of the sixth rib excised. A few ounces 
of curdy pus were removed. Examination with the 
probe a week or two later showed that a large, 
shallow cavity existed, half an inch deep, but six 
inches long and three to four inches wide, lying 
beneath the ribs. Six months later the external 
wound was enlarged, and the cavity proving to be 
as extensive as before, a counter-opening was made 
behind at the lowest part, and three-quarters of an 
inch of the corresponding rib removed. Much 
pus escaped at the time of operation, and rapid 
contraction of the side followed. In a couple of 
months no trace was left of the track in which the 
tube lay. Eighteen months later an abscess formed 
in front of the old sinus in which the tube lay. 
This was incised, and the posterior wound closed ; 
but soon after this broke open again, and the 
anterior opening closed. The child still has— 
three years from the first operation—the tube in 
the side, though it lies in a small sinus only. I 
shall have the sinus scraped, and hope by this 
means to get it to heal. 

It is often objected that if a tube be left in for 
a long time it may cause troublesome ulceration, 
caries of the rib, haemorrhage, and other compli¬ 
cations. I have seen some of these events occur, but 
not of recent years, and with our modern methods, 
I do not think these complications are at ail likely 
to be common. With ordinary common-sehse; 
management the tubes may remain in, as I have 
stated, for months or even years, if needs must, 
without any disadvantage, and with nothing but 
benefit. 

The results of operations are eminently satis- 
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factory, and there has been remarkable improve¬ 
ment of recent years. This is due, no doubt, 
partly to improved technique and stricter antiseptic 
precautions, but chiefly to the fact that the cases 
are operated on much earlier than they used to be. 

Good hart's statistics* for a long period give 
a mortality of 44 per cent., but the general 
mortality for 254 cases at St. Bartholomew’s 
Hospital for the twelve years 1883-94 is only 21*5 
per cent.; and no doubt the difference in the main 
may be rightly attributed to operation, and I have 
little doubt that even these results are being 
improved upon every year. 

To determine the actual mortality and risk of 
the operation I have carefully analysed 156 cases, 
of which about 50 have been under my own care, 
and the rest are taken from the records of St. 
Bartholomew’s Hospital for the five years 1890 to 
1894 inclusive. 

Out of these 156 cases, 27 died, which gives a 
percentage mortality of 17 3. Nine of these were 
infants (1. e. two years of age or under), and as the 
mortality in infants is unusually high these may be 
deducted, and the mortality for the rest of life is 
reduced to 11*5 per cent. 

Of the 156 cases, ten were not operated on at 
all, or at the most had paracentesis only performed. 
Of these ten, four were infants, two of whom were 
practically moribund on admission, and two others 
died of meningitis and pyaemia respectively. Of 
the remaining six, chiefly adults, four died with 
pericarditis, one with pus in the anterior medi¬ 
astinum, and one with cancer. These ten cases 
were therefore unsuitable for operation. 

Of the remainder, 146 cases, 17 died, yielding a 
mortality of 11*6 per cent. Of these five were 
infants, and if these be deducted the mortality 
for other ages is reduced to 8*5 per cent. 

Of the 12 cases left, 7 died of causes not in 
any way connected with the operation ; four died 
of phthisis at various periods after operation, one 
of meningitis, one of morbus cordis, and one 
after a second operation involving the removal 
of portions of several ribs, the patient being also 
phthisical. 

Thus, there are left 139 cases with five deaths, 
yielding a mortality of 3*6 per cent. This, I 
believe, represents the actual mortality after 

* * Guy’s Hospital Reports,’ 1877. 


operation in uncomplicated cases, and shows that 
modern methods have produced the same improve¬ 
ment in the operation-statistics for empyema as 
they have for other operations. I think the 
mortality will be still further reduced when the 
importance of the careful after-management of 
these cases is more clearly recognised than it 
generally is at present. 

If the cavity does not close, what else can be 
done ? If the cavity does not close, the patient is 
left with a fistula, from which more or less discharge 
takes place. This condition is regarded by many 
writers as a dangerous one; first, because there is 
a constant risk that the fistula will become 
obstructed and pus accumulate in the cavity; 
secondly, that septic changes may be set up and 
the patient become seriously ill in consequence; 
and lastly, that if the discharge last a considerable 
time, gmyloid disease may develop. 

The first two risks are successfully obviated by 
providing free drainage, and I have already stated 
that patients may wear a tube for years without 
any ill results, provided that a free vent be provided 
for the discharge. 

It may, however, be found, in the course of time, 
after the cavity has contracted to a great extent, 
that the opening is no more in the most dependent 
position, and drainage is therefore not complete. 
If that be so the cavity should be examined with a 
probe, and an incision made in its lowest part, and 
a fresh drainage-tube inserted. This, if it does 
not lead in the end to cure, will at any rate 
provide complete drainage. 

It must be borne in mind that in cases of long¬ 
standing fistula the difficulty often lies, not in the 
pleura, but in the fistulous track itself. The 
pleural cavity has long ago healed, and examina 
tion with the probe shows that there is no longer 
any communication with the pleura; but whenever 
the tube is removed from the fistula the mouth 


closes, pus accumulates below, and ultimately dis¬ 
charges itself by the old opening. This is just 
what is seen in any other sinuous fistula; but if 
they are treated on general surgical lines, /. e . either 
made to granulate up from the bottom or laid open 
and scraped, they can generally be made to heal. 

The risk of amyloid disease is, I think, very 
greatly exaggerated. It is only likely to occur 
where a very considerable discharge takes place 


day by day, and not always even then. As a 
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matter of fact, even in chronic cases of empyema, 
the amount of pus discharged daily is very often 
quite small, not more than a few drachms, and this 
is no more likely to produce general amyloid 
disease when it takes place from the pleura than it 
is when it takes place from any other part of the 
body, as, for example, from a tubercular gland in 
the neck or elsewhere. Amyloid disease pre¬ 
supposes an excessive suppuration. 

Where a fistula has existed for a long time, e. g. 
years, there is some little risk in interfering with 
it, for the patients are not in a good condition to 
bear interference of even a simple kind, and they 
sometimes come to grief when there did not appear 
to be any special reason why they should. 

A patient came under my care who had had a 
discharging empyema for fourteen years. The 
fistula was a tortuous one, through which I could 
not get a probe to pass, and I had an incision 
made, and a portion of rib removed for the purpose 
of drainage. The patient had a rise of temperature 
following the operation, and died in two days, 
having been apparently in fair health until the 
operation. The operation, no doubt, was the 
cause of his death, and experience has led me to 
be cautious how I interfere with cases of this kind 
in any radical way. 

On the other hand, recovery is sometimes very 
rapid and complete after operation. Thus, I had 
a young soldier under my care who had acquired 
an empyema which burst spontaneously through the 
second intercostal space in front as well as through 
the lung. He was discharged from the army as 
incurable. Six months later he came under my 
hands. I opened the fistula existing, and made a 
counter-opening as far down and to the back as 
I conveniently could. Before the operation he 
had been spitting a pint of pus daily through the 
lung and losing almost as much by the fistula. In a 
week after the operation the expectoration ceased, 
and in five weeks the tube was out and the side 
healed. The lung re-expanded completely, though 
it had been collapsed for nine months or more. 

{To be continued .) 


Sterilising Cotton for Use in the Ear. —A 

handy way of sterilising the cotton is to attach it 
to the probe, dip into an alcoholic solution of 
boric acid, and then hold in a flame till the 
alcohol is burned out—the boric acid prevents 
the cotton from burning.— Medical Herald . 


OCULAR CHANGES RESULTING 
FROM AN EXCESSIVE DOSE OF 
SULPHATE OF QUININE. 

BY 

N. C. RIDLEY, M.B.Lond., F.R.C.S.Eng., 
Ophthalmic Surgeon to Leicester Infirmary. 


As it is very rarely that one meets with a case of 
quinine poisoning, the following notes are perhaps 
worthy of being recorded. 

N. D., aet. 28, an officer in the British army, 
when in the neighbourhood of Coomassie with the 
Ashanti expedition, felt the premonitory symptoms 
of malarial fever. The surgeon in charge of the 
detachment being himself ill, D. asked the hospital 
orderly for a dose of quinine, saying he would have 
about twenty grains. The orderly gave him a dose 
which he swallowed at once, and in about an hour 
what were described as “ symptoms of paralysis ” 
appeared. It was then found, on making inquiry, 
that a concentrated solution of the drug, seven 
times the supposed strength, had been administered} 
and that the patient had taken from 140 to 150 
grains. 

This occurred on January 28th, 1896, at about six 
p.m. During the night, this presumably comatose 
condition passed away; and in the morning the 
patient was totally blind, and almost absolutely deaf, 
occasionally being completely so. However, during 
the day the deafness gradually wore off, so that 
by the evening of the 29th he could hear again 
perfectly. 

The total amaurosis persisted throughout the 
29th, and in the evening of that day he could not 
even see the light of a candle held in front of him. 
On the following day objects were seen dimly, as 
through a dense mist, and everything appeared of 
a red colour. The vision improved in the course 
of the next ten days sufficiently for the patient to 
read in a good light, but it was never so good in 
the morning as it became later on in the day. 
Changes of light or a bad light caused much more 
difference of vision during the first two months 
than is normally the case, but since that time there 
has been no sign of night-blindness. 

The patient came to consult me on June nth, 
four and a half months after the accident, com¬ 
plaining that when people approached him from 
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behind he could not see them until they were well each. The discs were very pale, their outlines 
in front of him, and that he occasionally saw fairly distinct, and the lamina cribrosa plainly 
flashes of light. visible ; there was no cupping except the usual 

On examination I found the external appearance physiological shallow dimple. The vessels, both 
of both eyes perfectly natural; the pupils were of arteries and veins, were much contracted, but the 
medium size, equal, and active both to light and ' arteries to a greater extent than the veins; there 
accommodation. The intra-ocular tension was j was no sign of thickening of their walls. There 
normal. The vision of each eye separately was j was no visible change at the macula lutea. 

£; no Hm, and with either he could read the j I prescribed no treatment except the observance 
smallest Jaeger test-type distinctly from five to ! of the ordinary rules of health, and especially 



fifteen inches, so there was manifestly no muscular 
asthenopia. The colour vision was perfect. The 
fields of vision were both symmetrically contracted, 
but not quite uniformly so, being more limited in 
the vertical meridian, giving a kind of figure co 
putline, as shown in the charts. There were no 
island scotomata such as have been observed in 
some other cases. 

The media were perfectly clear, and on examin¬ 
ing the fundi the following changes were seen in 


moderation in smoking. I suggested an occa- 
| sional inhalation of the nitrite of amyl, but as the 
| patient was leaving the neighbourhood imme¬ 
diately, it was impracticable. It is very question¬ 
able whether after such an interval of time any 
benefit would have been derived from such treat¬ 
ment, as though early in the case the contraction 
of the vessels was purely spasmodic, still later on 
organic changes would have occurred in their 
walls. It seems to me, however, that the prog- 
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nosis with regard to improvement need not neces¬ 
sarily be bad, as the cause of the mischief being 
entirely gone, the vessels may in time again adapt 
themselves to the physiological requirements of 
the part. It is evident that the conditions are 
very different from those in cases where contrac¬ 
tion of the vessels results from constriction of 
inflammatory products above, or from a progres¬ 
sive disease of the walls or of the circulatory 
apparatus generally. 


and says that in some cases perfect recovery 
ensues. 

I have recently heard from my patient, and he 
tells me that he thinks he is very gradually 
improving, but the fields have not again been taken. 

Cause of Inefficacy of Sublimate Spray 
as a Disinfectant. —Chavigny has found that 
the sublimate simply affects the outer surface of 
the microbes, producing a superficial layer of 



On looking up the authorities since, I find coagulated protoplasm, which temporarily de- 
that most of the cases recorded had symptoms ! stroys their virulence, but readily washes off, 
more or less like the above, but Soelberg Wells i when they recover all their former virulence, 
and Bader speak of acute retinal congestion ; Hydrosulphate of ammonia is one of the sub- 
as taking place. Swanzy has tried nitrite of stances that promptly restores them to their 
amyl, and recommends its use. He has found ; previous activity. Among other experiments, thin 
considerable night-blindness in a case of his. j layers of tuberculous sputa exposed for a long 
Most authors give a grave prognosis with regard j while to direct sublimate spray, produced fatal 
to improvement, but M. Demichiri (‘Annaies ! tuberculosis every time when rabbits were inocu- 
d’Oculistique,’ Jan., 1896) is much more hopeful, | lated with them Annulet de I'lnstitut Pasteur. 
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A POST-GRADUATE LECTURE 

ON 

SYPHILIS AS IT MAY AFFECT THE 
PHARYNX AND LARYNX. 

Delivered at the London Throat Hospital, Great Portland 
Street, 

By G. C. WILKIN, M.R.C.S., L.R.C.P., 
Surgeon to the Hospital. 


Gentlemen, —My subject this evening, as you are 
aware, is syphilis as it may effect the pharynx and 
larynx. I will first deal with the manifestations of 
that disease in the pharynx. 

First, then, as to its aetiology. Syphilis may 
affect the pharynx as the result of direct con¬ 
tamination, or may appear as a secondary or 
tertiary manifestation of the disease. Primary 
syphilis of the pharynx is rare, though cases are 
said to have been seen. Secondary syphilis of the 
same part occurs in a large number of the cases in 
which the constitutional disease is present. The 
points most frequently attacked are the pillars of 
the fauces and the soft palate. Tertiary lesions 
are of frequent occurrence, and may appear as long 
as thirty years after the primary infection, though 
six or seven years is perhaps the most usual 
interval. Hereditary syphilitic affections also 
affect the pharynx. 

Next as to the pathology. The lesions occurring 
in the surface and in the layers of the mucous 
membrane are of an inflammatory character. The 
superficial lesions may merely take the form of a 
local hyperaemia, disappearing quickly under treat¬ 
ment. One not infrequently meets with faint 
opaline plaques on the pillars of the fauces and 
the soft palate, so faint indeed sometimes that 
unless the throat be most carefully examined they 
may be quite overlooked. If this stage be not 
treated the epithelium quickly becomes destroyed, 
the patches spread and become cup-shaped, and 
are almost always surrounded by a red areola. 

The symptoms vary according to the stage of 
the disease. In the primary stage the signs are 
much the same as elsewhere, being modified only 
by the circumstances of the position. After a few 
days the glands under the angle of the lower jaw 
become painful to the touch, and examination of 


the throat reveals one or more reddish or whitish 
abrasions with slightly elevated edges. These 
usually heal spontaneously, but they may, as with a 
chancre on the penis, become subject to phage- 
daenic ulceration. They are difficult to differentiate 
from the tuberculous ulcerations. The chief cha¬ 
racteristic of the secondary stage is the symmetry, 
which is most obvious when the inflammatory 
patches are on such well-defined parts as the 
pillars of the fauces or the soft palate. Opaline 
plaques or ulcerated patches are often seen inexactly 
corresponding parts of the pillars of either side or 
of the two halves of the soft palate, and frequently 
running down the sides of the uvula. 

An erythematous condition of the pharynx may 
be the only visible sign during the first twenty- 
four hours or so, with a sensation of dryness and 
slight pain, and sometimes a little pyrexia. After 
a short time, varying from one to three or four 
days, clearly defined patches show themselves on 
the tonsils, anterior or posterior pillars, the pha¬ 
ryngeal wall, or the oral or pharyngeal surface of 
the soft palate. These patches may either coalesce 
or remain distinct. The larynx generally becomes 
involved, cough and hoarseness being added to 
the other symptoms. In the oral cavity the sides 
of the tongue and the mucous membrane of the 
lips and cheeks are attacked. The subjective 
symptoms are more accentuated than when erythe¬ 
matous patches are present, the dysphagia especially 
being greater. 

The following are notes of a patient, a man, who 
came under my care some years ago, when I had 
medical charge of a boat going out to China. The 
hard chancre appeared on this man’s penis four 
months before I saw him; the scar was visible 
then. He had been some time under treatment 
for the sore. Over his body was a well-marked 
copper-coloured symmetrical rash. The lips and 
mucous lining of the cheeks were covered with 
superficial ulcerations, but the tongue was free from 
ulcers. The mucous membrane of the hard palate 
was severely affected in its posterior third, and on 
the anal margin were mucous patches. The eyes 
were not affected. He was put on perchloride of 
mercury internally, had a black wash for his moutb, 
and a weak solution of permanganate of potash as a 
gum-wash. Two months later I have a note that 
the vision became dim, and a few days later the 
ophthalmoscopic report said: “Vitreous cloudy. 
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fundus only to be seen dimly, but appears gene¬ 
rally paler than normal, with some white patches 
here and there.” A few days later I put him on 
iodide of potassium, and rapidly increased the 
dose. Three weeks after its commencement I 
have the following note :—“ Much better; lips 
nearly well; palate well; iodide increased to grs. 
xxx t. d. s. Still complains of anus ; no eruption on 
body.” As this is my last note, the voyage must 
have terminated. The very remarkable influence 
of iodide in this case is worthy of note. The sore 
was contracted, undoubtedly, four months before 
I saw the patient. The symptoms were secondary. 
Mercury by itself had little or no influence on the 
disease, although pushed to salivation, for which 
reason it had to be twice discontinued. The case 
began at once to yield to the iodide of potassium 
treatment. Since that date I have frequently 
found it necessary to prescribe this drug in con¬ 
junction with mercury in the early secondary 
stages. 

In its tertiary form, here as in other parts, the 
disease does not present the same degree of 
symmetry as in the secondary stage. The soft 
palate and one of the tonsils are said to be most 
frequently affected. I have, however, often noticed 
a gummatous swelling affecting the post-pharyngeal 
wall, a little above the level of the soft palate. 
The tertiary ulcers are much deeper than the 
secondary, and in the process of healing cause a 
great amount of cicitricial disfigurement. When 
situated on the soft palate, perforation frequently 
takes place; and when the ulceration occurs on 
the post-pharyngeal wall, about the level of the 
palate as well, there is often an adhesion between 
the parts. The nasal twang in tertiary cases is 
probably due to swelling of the parts preventing 
the soft palate from coming into apposition with 
the wall of the pharynx; or, and perhaps in 
hospital practice more frequently, to loss of, to a 
greater or less degree, the soft palate. 

The prognosis must be guarded, since great 
damage may be quickly done unless the treatment 
be carried out regularly and fearlessly. 

As regards treatment, the constitutional method 
is the same here as for syphilis generally. Local 
cleanliness is an absolute necessity. Permanga¬ 
nate of potash, borax and chloride of ammonium, 
make a very useful wash when dissolved in a pint 
of water; to be used as a lotion. Sniffed through 


the nose, and brought, into the mouth, it passes 
over all the affected parts of the naso- and 
oro-pharynx. It should be used three or four 
times a day. It is detergent, slightly stimulant, 
and disinfectant. In ulcers which are spreading 
both laterally and deeply, the acid nitrate of 
mercury produces most excellent results, but care 
must be taken in using it as it is very powerful. 

We will now pass on to syphilitic laryngitis. It 
is said to occur in the three stages, but primary 
syphilis of the larynx is extremely rare. The 
secondary stage may be manifest in the larynx 
from two to three months after the primary affec¬ 
tion. Its appearance in the secondary or tertiary 
stage is undoubtedly influenced by the mode of 
life of the individual; those who are much exposed 
to the weather or who abuse the voice, such as 
costermongers, are much more liable to syphilitic 
laryngitis than are others. The laryngeal trouble 
is more frequently met with in winter than in 
summer, and it is said to be more prevalent in 
men than in women. The tertiary form is much 
oftener met with than the secondary, though 
catarrh of the larynx in the latter is by no means 
infrequent, but often no notice is taken of it. 

Pathology .—The great majority of the lesions 
that the disease can present may be seen here. 
In the secondary form, hyperaemia only, lasting a 
varying time, may occur. This hyperaemia may be 
complicated by either superficial or deep ulcers, or 
by condylomata, which may or may not undergo 
ulceration. In tertiary syphilis also, hyperaemia is 
the first manifestation, followed by ulceration 
starting either on the surface or beneath the 
membrane. It occasionally extends to the carti¬ 
lages, and is liable to cause stenosis, so great may 
be the cicatricial contraction when the ulcers heal. 
Gummata also not infrequently occur; the false 
cords, epiglottis, posterior wall of the larynx, or 
the surface below the glottis being attacked. 

The symptoms in secondary syphilis of the 
larynx are usually those of simple acute laryngitis, 
mucous patches, when they occur, increasing the 
local soreness and inflammation. The voice is 
affected early. When the disease invades the 
vocal bands, the tone is low and hoarse, possibly 
only a low whisper. Pain in the surrounding 
parts is a more or less pronounced symptom, 
according to the position of the ulceration. A 
hacking cough with more or less ropy expectora- 
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tion is usually present. The distress of the patient 
is not to be compared to that of a tuberculous 
case. The laryngoscopic examination reveals 
conditions so similar to subacute laryngitis, that 
in many cases great care is necessary in making 
a differential diagnosis. In syphilitic laryngitis 
the condition is said to be patchy, raised, and 
often nearly confined to one side of the larynx. 
But this irregular appearance is not always present. 
Where mucous patches occur, others may be 
found in the mouth, on the cheeks, lips, or under 
the tongue, thus making the diagnosis easy. 
Mucous patches most frequently occur on the 
ventricular bands, the inter-arytaenoid space, or the 
epiglottis. Tertiary ulcerations appear on the epi¬ 
glottis first, its edge or oral surface being the 
favourite positions; later, the laryngeal cavity and 
trachea. Here it may be confused with a tuber¬ 
culous ulceration or carcinoma. In tuberculous 
cases the pulmonary symptoms almost always help 
to clear up the case, though in some the lungs 
may not be affected, at least at first. A case that 
I will show you later on, and the notes of which 
I will now read, will bring forcibly before you 
the great difficulty there is in diagnosing between 
syphilis and phthisis of the larynx. 

This patient, a woman set. 38, was admitted to 
the London Throat Hospital under my care, having 
been sent in by a general practitioner as an urgent 
case for tracheotomy. I was told that the patient 
was suffering from phthisis. When first seen the 
patient was in bed, somewhat exhausted by the 
moving, but without any sign of urgent dyspnoea. 
Her face was anxious, her voice a low whisper. 
She was fairly well nourished, but said she had 
lost a good deal of flesh since the commencement 
of the disease last August. There was no family 
history of phthisis. She had been married nine 
years, and had had no children, but two mis¬ 
carriages,—the first about ten months after marriage, 
the second three years later. There had been ho 
pregnancy since. In the month of August, before 
admission, she had an attack of erysipelas of the 
head and face, during which her hair fell off en¬ 
tirely, and she became deaf. So far as the patient 
was aware, the attack came on without any injury 
or other cause. At about this date the throat 
began to be troublesome, and from then until 
admission it gradually became worse. She had 
always enjoyed good health* she said, until the 


attack in August. Examination of the larynx re¬ 
vealed considerable swelling of the epiglottis. 
The false vocal cords were greatly swollen, meeting 
completely in their anterior half, a small triangular 
chink being left behind through which the patient 
breathed, and in which, on adduction, the true vocal 
cords became visible. The left false cord was 
more swollen than the right, so that more of the 
right true vocal cord was visible on adduction than 
of the other. The tissue was dusky red. Although 
the patient did not appear in great distress on 
account of her breathing, it will be seen from the 
foregoing description that tracheotomy might have 
become an urgent necessity at any moment On 
examining the thorax, the movement of the right 
side was impaired, and the percussion note all over 
was diminished. Over the right upper lobe of the 
lung behind, the note was dull as compared with 
the opposite side, and the sense of resistance was 
greater. Moist sounds were heard generally over 
the thorax. There was increased vocal resonance 
over the upper right lobe, back and front, pectori¬ 
loquy, and a breath sound almost amphoric was 
heard above the spine of the scapula. The heart 
sounds were weak, but otherwise natural; there 
was nothing noteworthy about the urine. From 
the first the expectoration was only slight in 
amount, and no tubercle bacilli were found in the 
specimens taken. 

The examination was made on three different 
occasions. The cough was dry and distressing, and 
the woman suffered from dysphagia, fluids at times 
passing into the post-nasal space. She had heavy 
night sweats and delirium. The temperature was 
peculiar; on the first evening after admission it 
was ioo° F., but afterwards the morning and even¬ 
ing temperatures ranged between 97 0 and 99 0 F # 
During the first ten days after becoming an in¬ 
patient however, between the hours of twelve and 
three in the morning the temperature rose to 102°, 
the patient breaking out into a profuse perspiration. 
The sweating attacks gradually subsided, and they 
had entirely ceased before she left the hospital. 

As to treatment, inhalation of the vapour of 
benzoin was first tried, but as this seemed to bring 
no relief, vapour of conium was ordered; this had 
the desired effect. On the first night she had 
grs. xx of sulphonal, but as this failed to produce 
sleep, a linctus containing codeia in |-grain doses 
was ordered to be taken three times a day, and 
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later on a double dose of this was given at 
night-time only. For the first few days no 
medicine was given with a view to checking 
the disease. When, however* the pathological re¬ 
port on the sputum declared that the tubercle 
bacillus was conspicuous by its absence, and it 
was found that there was no family history of 
phthisis, that there was a fairly suspicious history 
of syphilis, that the laryngeal appearances were not 
those of phthisis, nor the general appearance of the 
patient suggestive of that disease, the woman was 
put on iodide of potassium and mercury, and she 
gradually and steadily got better. When you see 
this patient you will be struck by the small amount 
of damage wrought by the disease when it is 
remembered how long she was without anti¬ 
syphilitic treatment. 

Another case of similar nature, but which pre¬ 
sented itself at a much earlier stage, came under 
my observation a short time back. The story of 
this case was as follows : 

A woman, aet. 45, four months before being 
seen had an attack of acute bronchitis which 
lasted for two weeks. During that time the throat 
began to feel sore. About nine months -earlier 
she had a sore on the right labia, followed by a 
skin eruption. When she first presented herself 
she complained of sore throat and hoarseness. 
Ulcers were seen on the mucous membrane of the 
lower lip, and of the right cheek. The left false 
cord was swollen anteriorly over two-thirds of its 
length. The patient was put on iodide of potassium 
gr. x, liq. hydrarg. perchlor. Jss, to an ounce 
of water three times a day. In a week the intra- 
laryngeal swelling had almost disappeared. In all 
these cases it is absolutely necessary, besides giving 
the anti-syphilitic treatment, to lay particular stress 
on the nature of the food to be eaten. All irri¬ 
tating articles of food and drink must be abstained 
from, as well as smoking* This restriction is 
perhaps even more necessary with rich patients 
than with poor. 

In carcinoma the pain is lancinating, in syphilis 
it is dull and continuous, though frequently 
syphilitic patients will lay no great stress on the 
pain they feel. The general appearance, both in 
cancer and in tuberculosis, is of great assistance in 
making the diagnosis. Tertiary ulceration differs 
from secondary in its action being deep instead of 
superficial, the commencing change occurring in 


the deeper, layers of the membrane. When formed, 
the ulcer extends rapidly both in depth and in 
breadth, with sharp-cut edges surrounded by a 
deep red or purplish areola. The surface is 
covered with a greenish-yellow discharge in which 
are shreds of necrosed tissue. Often the epiglottis 
is completely destroyed. If the other cartilages 
become affected they may become either partially 
or completely necrosed, and possibly asphyxiation 
may be caused by portions of this necrosed tissue 
falling into the laryngo-tracheal tube. Severe 
haemorrhage may occur, blood-vessels being in¬ 
volved in the ulceration, although this is rare as 
the blood supply is generally first cut off by throm¬ 
bosis. If untreated, the ulceration is rapid and 
destructive, while the cicatricial contraction may 
cause almost complete stenosis. 

The subjective symptoms are at first those of 
subacute laryngitis. Local heat and pain comes 
on early and is especially marked during degluti¬ 
tion, while the expectoration is purulent and 
profuse, and at times streaked with blood. The 
voice is hoarse, and complete aphonia may follow 
if both cords or the inter-arytsenoid commissure be 
attacked., As the destruction progresses, these 
symptoms increase and deglutition becomes almost 
impossible. 

Prognosis .—Under proper treatment the disease 
is almost always curable, though of course per¬ 
manent damage may be done before the mischief 
is arrested. 

Treatment .—General treatment for the disease, 
and sprays locally to remove the discharge and 
soothe the irritated parts, should be employed. A 
borax spray (grs. iv—3j) not only contributes to the 
patient’s comfort, but also aids recovery. 

I shall presently show you a case to illustrate 
the risk of suffocation through the falling of a 
rapidly necrosed piece of tissue into the laryngo* 
tracheal tube. Tracheotomy was performed on 
the patient for this some years ago. 


THERAPEUTICAL NOTES, $c 4 


Treatment of Erysipelas with Yaselin*— 

Koester treats erysipelas in the following way; 
Vaselin is applied to the affected and surrounding 
parts twice a day; linen is laid over the^vaselin* 
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and a mask made if the part affected be the face. 
The dressing is held in place with gauze bandages. 
In other respects treatment is symptomatic— 
antifebrin or antipyrin for severe headache, and 
the same remedies or quinine when the temperature 
rises above ioo°; ice-bags to the head, laxatives, 
chloral, digitalis, and alcoholics, as indicated. 
The advantages of this method are : it can be used 
even upon the hairy scalp ; smarting, burning and 
disagreeable odours are avoided ; and the remedy 
is cheap. 

Koester has employed the vaselin treatment in 
130 cases, and claims that the results are just as 
good as with some other remedies. He goes into 
an elaborate comparison of the vaselin treatment 
with other methods, considering in this comparison 
(1) the general infection, especially shown by the 
temperature; (2) the local process; and (3) the 
complications. 

As regards the fever, his table shows that of 218 
cases not less than 205, or more than 90 per cent., 
were free from fever after six days’ treatment, and 
158, or more than 70 per cent., were free from 
fever after four days. This is a better showing 
than that from treatment with lead-water, ichthyol, 
corrosive sublimate and vaselin, and iodine. 

As regards the second consideration (the local 
process), it appears that in thirty-six cases treated 
with lead-water there was further extension in 25 
per cent.; in fifty-seven cases treated locally with 
iodine, extension occurred in 10*5 per cent.; in 
twenty cases treated with ichthyol-vaselin, extension 
occurred in 35 per cent.; in sixteen cases treated 
with sublimate-lanolin, extension occurred in 12*5 
per cent.; while in 128 cases treated with vaselin 
alone, the percentage of cases in which further 
extension occurred was 24. Koester argues against 
the apparently very favorable showing for the 
iodine treatment; he thinks extension occurred 
oftener than the notes indicate. 

As regards the third consideration, the occur¬ 
rence of complications, the results were as follows : 
In four cases not subjected to any treatment, 
phlegmonous processes recurred in 4 per cent.; 
in thirty-five cases treated with lead-water, in 8*5 
per cent. ; in fifty-six cases treated with iodine 
painting, in 7 per cent.; in twenty with ichthyol- 
vaselin, in 20 per cent.; in sixteen treated with 
sublimate-lanolin, in 6*5 per cent.; and in 13c 
cases treated with vaselin the percentage of cases 


in which phlegmonous processes recurred was 
n*5- 

The author discusses the reason for the utility 
of vlselin, but reaches no conclusion, except, of 
course, that vaselin has no antiseptic properties. 

He believes that the chief thing in the treatment 
of erysipelas is the treatment of the general con¬ 
dition of the patient. So long as his symptoms 
are insignificant, only regulation of his diet and 
maintenance of his strength are demanded. If 
the symptoms become more violent, the fever 
high, if delirium occur, or the strength lessen, 
then appropriate remedies should be given, and 
the result is generally favorable. 

Koester does not claim this conception as new. 
On the contrary, he asserts that Trousseau, Vierordt, 
and Striimpell hold the same opinion. 

Therapeutische Monatshefte . 


Lacerated Wounds of Fingers. —In cases of 
severe injury to the fingers by laceration or con¬ 
tusion, put the entire hand into a very ample 
soaking-wet dressing. Do not trim off* any pieces 
of flapping skin. Incision for drainage is all that 
is allowable until healing is very well under way. 
You may then look over the ground and see 
whether it is necessary to sacrifice anything. A 
half-inch of boneless finger may be of great value 
to its possessor.— International Journal of Surgery. 


Taurooholate of Sodium, according to Sorren- 
tino’s experiments upon animals, is to be ranged 
among the cardiac remedies. Its action is marked 
by a slowing of the beats and lowering of the blood 
pressure. In large doses it always diminishes pres¬ 
sure, but produces a more or less noticeable 
acceleration of the beats. The slowing of the 
pulse is due to an excitation of the moderator 
ganglia. The acceleration which follows the use 
of toxic doses is due to paralysis of these 
ganglia. The diminution in pressure is in con¬ 
nection with excitation of the moderating apparatus 
of the heart and with the vascular dilatation. Toxic 
doses lower the pressure because they paralyse the 
myocardium. Vascular dilatation is a consequence 
of a peripheric action of the drug. Prolonged use 
of taurocholate of sodium alters the blood’s com¬ 
position in diminishing the number of red globules 
and the proportions of haemaglobin. 

La Medicina Contemporanea . 
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Gentlemen,— The subject for this afternoon is 
that of bronchiectasis. I ventured to alter the 
title of my lecture which appeared on the paper, 
because at this moment we have an unusually 
good set of cases of bronchiectasis in this hospital, 
and I therefore considered it advisable to make 
use of the very fine material we have at hand. 

Bronchiectasis—that is to say, dilatation of the 
bronchial tubes—is an affection surrounded with a 
certain amount of obscurity, partly on account of 
the pathology of the disease, and partly, in some 
cases, on account of the difficulty of diagnosis. 
The general impression, however, that we all have 
is very much that of Dr. Wilson Fox,—that 
bronchiectasis is a disease essentially of early and 
middle life. Many of the patients we see are 
children, and yet in the post-mortem room it is a 
peculiar fact that we have very rarely to perform 
an autopsy on a child with bronchiectasis. In 
other words, bronchiectasis is a long-standing 
disease of an exceedingly chronic nature, and it is 
probably never primary and always secondary. 
You will find in almost all the histories a preceding 
account either of long-continued bronchitis or a 
history of pneumonic inflammation, or of some 
acute pulmonary disorder. In children it often 
begins after whooping-cough, and it is often 
noticed after broncho-pneumonia. I think among 
the further causes in children producing bronchi¬ 
ectasis, it might be stated that adenoids have 
some influence on the affection,—an influence only, 
however, in children by predisposing the child to 
attacks of cough and bronchitis. In all these 
diseases the reason that they are prone to produce 
bronchiectatic dilatation is twofold; primarily, as 
Vol. IX. No. 6. 


in emphysema, it is the result of repeated cough¬ 
ing, but you require something more than that 
mechanical cause ; you require a weakening of the 
resistance of the bronchial tubes. Now, where 
there has been a precedent broncho-pneumonia or 
inflammatory attack, that inflammatory attack has 
caused probably a swelling in the bronchial tubes, 
and has caused them to be more easily dilated; 
and I have no doubt that this has much to do with 
the actual cause of the dilatation that is found in 
children and others, that there has been a weakening 
of the resistance owing to a repeated inflammation. 

Unfortunately, where there has been once an 
I inflammatory attack there is always a liability to 
a recurrence of that attack. Dr. Wilson Fox 
states that the attacks occur in succession, and 
that when once there has been a weakened 
resistance owing to an attack of catarrhal pneu¬ 
monia there is a liability to a repetition of the 
attack ; it is, so to speak, a weak spot. This is 
borne out by the histories in these cases in which 
there occur so often broncho-pneumonia and 
repeated attacks of bronchitis. Other causes be¬ 
sides these are inhalation of dust or any cause that 
produces chronic bronchitis. When we look 
further, and especially when we are aided by our 
knowledge of pathology, it is found that pleurisy 
so often accompanies the causes of bronchiectasis 
that it has been considered an influence in deter¬ 
mining the onset of this affection. Bronchiectasis 
does occur in cases sometimes where movement of 
one side of the chest has been limited, for we find 
such cases after pleurisy, after chronic pneumonia, 
and sometimes in deformed people. I am not 
sure whether it can be said that bronchiectasis can 
be actually proved to arise from limitation of 
movement of the chest, and for this reason, 
because people with deformity of the chest are 
so liable to bronchitis. However that may be, 
I am able to show you here a specimen taken from 
a deformed young woman, and in her case there 
was no indication of any previous pneumonic 
trouble or inflammatory complication. There is 
another cause of bronchiectasis which I am able to 
illustrate from the specimen I have here, and that 
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is obstruction of the bronchus causing bronchiec¬ 
tasis. On obstruction of a bronchus by a foreign 
body, collapse of that part of the lung supplied by 
the bronchus ensues, but the expiratory efforts 
which result in violent cough, though producing no 
impulse down the plugged tube, cause great strain 
on the other tubes, which may ultimately result in 
their dilatation, and thus it happens that when a 
foreign body has effected a lodgment in one of 
the bronchial tubes, you will find in the same lung 
and sometimes in the other lung extensive bron¬ 
chiectasis. Stricture or compression of the 
bronchus has the same effect. The reason why 
we sometimes have bronchiectasis in tubercular 
cases is perhaps a little more complicated; the 
causes are various, tubercle is constantly associated 
with varying degrees of broncho-pneumonia, and it 
is associated with inflammatory complications 
which may have something to do with the tendency, 
in some cases, for the bronchial tubes to become 
dilated. I do not wish to give the impression that 
bronchiectasis is a common complication in 
phthisis ; it is sometimes so spoken of, that it might 
be believed that its occurrence in phthisis is very 
frequent. I may say that I have not found it a 
common complication in phthisis. In the nume¬ 
rous specimens I have here I have only one 
marked case, and I have only seen it a few times 
out of nearly eight hundred post-mortems which I 
have performed on tubercular cases during the last 
few years. 

There is still further one cause which was 
suggested by Laennec, who originally described 
bronchiectasis, and it was his opinion that retention 
of mucus, where there was much mucus developed 
in the bronchial tubes, aided and helped to cause 
that dilatation. I must not dwell too long on the 
pathology. These are, broadly speaking, the gener¬ 
ally recognised causes; but there are a few more 
words to be said, for I want to show you some speci¬ 
mens here which illustrate the pathology of the dis¬ 
ease. The bronchial tube becomes in some cases 
only temporarily dilated; this occurs in children 
after whooping-cough or acute pneumonic disease, 
and that temporary dilatation may be recovered 
from; but it is far more common, I think, when there 
has once been dilatation, to have repeated attacks of 
inflammatory trouble, and the dilatation continually 
increasing year by year. The effect on the bron¬ 
chial tubes themselves is probably first of all 


swelling, sometimes observed in the mucous mem¬ 
brane, when it becomes velvety in appearance; 
then no doubt the muscular coat of the smaller 
bronchi becomes swollen, and its resistance 
weakened. Evidently owing to the frequent 
attacks there is a considerable fibrosis or peri¬ 
bronchial thickening around these dilated bronchi. 
In some cases, however, instead of hypertrophy of 
the small tubes you have thinning and dilatation. 
When the bronchi are large this dilatation is very 
striking. On the post-mortem table you find large 
cavities with many valvular reflections of the 
mucous membrane,—an exaggeration, so to speak, 
of the normal condition of the bronchial tube, so 
that a large cavity seems to be partitioned off by 
these valvular septa—especially in the sacculated 
form of bronchiectasis,—and you find a small 
opening, which is the bronchial tube leading to it. 
On the other hand, in many cases the bronchial 
dilatation is partly of the sacculated kind and 
partly of the fusiform or cylindrical kind. The two 
kinds of bronchiectasis are (i) the cylindrical or 
fusiform, and (2) the globular or sacculated, but we 
are in many cases unable to define between the 
two. Many of the characteristic symptoms and 
many of the physical signs depend upon this 
rapidly increasing inflammatory condition. Not 
only are the bronchial tubes alone affected, but the 
surrounding area of lung is affected also. It is 
affected in two ways: first an extensive inflamma¬ 
tion spreads from the peribronchial connective 
tissue which is continuous with the whole framework 
of the lung. This tissue sends out delicate fila¬ 
ments between the alveoli of the lung, and this 
network is again continuous with the pleura, and 
with the septa passing in from the pulmonary 
pleura. This framework becomes indurated, the 
chronic inflammation round the tubes continues 
until there is an interstitial fibrosis,—an interstitial 
thickening of the pulmonary substance round the 
dilated bronchial tubes. But such a lung with 
dilated tubes is specially liable to repeated attacks 
of catarrh or catarrhal pneumonia; therefore in 
specimens we sometimes find acute catarrhal 
pneumonia, but more often we find a chronic in¬ 
durative pneumonia. This second method in 
which consolidation occurs, namely, a chronic 
pneumonia, is distinct from the first, which is a 
reticular thickening or fibrosis of the connective- 
tissue elements forming the framework of the lung* 
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I have two specimens here to show you taken 
from the case of a woman aged about 40, who 
died after repeated attacks of chronic bronchitis 
associated at the end with catarrhal pneumonia; 
and these two specimens under the microscope are 
from the lung of that patient, and they show dis¬ 
tinctly the outline of the alveoli. The contents of 
the alveoli are in many cases consolidated, and 
the appearance is not of recent but of organ¬ 
ised exudation. These specimens were stained 
with eosin and haematoxylin; the eosin picks out 
the blood-vessels, and you will find the centre of 
the alveoli filled with small cellular elements and 
small blood-vessels, showing that it is becoming 
fibroid and organised. As the disease proceeds 
you will have further complications, which end 
sometimes in death. You will find in many cases 
ulceration of the bronchial tubes supervenes. In 
the bronchial tubes the retained secretions become 
putrid, full of micro-organisms, and you will re¬ 
member that foul sputum is the characteristic 
feature of such cases. Very often this goes on till 
ulceration takes place, and when once ulceration 
occurs you may have any form of septic disease as 
a final cause of death. When you consider the way 
in which the patients die, a very common cause is 
found to be septic pneumonia; and another 
common cause is a septic abscess in other parts of 
the body. Above all, abscess in the brain seems 
to be one of the commonest causes of death 
occurring in such cases. It is not uncommon in 
this hospital to have a case dying from septic 
metastatic abscess in the brain. Besides septic 
pneumonia death may take place from acute catar¬ 
rhal pneumonia, especially where the patient has 
been subject to chronic bronchitis associated with 
rather .frequent attacks of acute broncho-pneu¬ 
monia. There is the specimen here on the table 
from the woman who suffered from bronchiectasis 
who was aged 40, and who died from an extensive 
catarrhal pneumonia not apparently septic, and 
associated with a good deal of chronic bronchitis, 
and the microscopic specimens shown this after¬ 
noon are from this case. It is a case of so-called 
cylindrical bronchiectasis; there are no large 
saccules. In this specimen you see that the upper 
lobe, except for patches of broncho-pneumonia, 
does not share very much in the dilatations. You 
will observe, on the other hand, in the lower lobe 
a number of rather large cavities. This bronchial 


tube that I show you here is dilated, but on 
cutting a section you see a number of small 
openings. These are all lined with mucous mem¬ 
brane, and many of them have that slightly 
valvular appearance which is probably at the 
junction of two bronchi. In the base of this lung 
that I am showing you now you see there is quite 
a different appearance ; it is quite solid, and this 
was produced by the repeated catarrhal affections. 
There is no tubercular mischief in this case, and 
it shows you an excellent example of cylindrical 
bronchiectasis. The patient died not from septic 
pneumonia, but from acute catarrhal pneumonia. 
She died with extreme lividity, and with all the 
signs of extensive patchy pneumonia. 

Here is another specimen which is also from a 
woman, and here the bronchiectases are found en¬ 
tirely confined to one lung, while in the other, as 
you will remember, both lungs were diseased. It 
is an extremely common thing to find only one 
lung affected, especially where there was pneu¬ 
monia preceding it. I cannot tell you the pre¬ 
vious history of this case, but it is a common 
type of bronchiectasis. The patient died from 
an abscess of the brain in one of the temporo- 
sphenoidal lobes. There is no other condition 
which could have caused death, and it was evident 
that a septic process was going on. 

In the next specimen you have a lung with a 
great deal of fibroid induration and extensive 
bronchiectasis. It was due to the plugging of a 
bronchial tube by the impaction of a tooth. You 
will see the other tubes have dilated as a result 
of the impaction. 

This case here is another remarkable one. A 
lad swallowed an ear of corn, and you will see, in 
the bronchus to the right lower lobe, the ear of 
corn with its stalk upwards. The tube itself was 
not much changed, except that the mucous mem¬ 
brane was reddened, but below is a patch of ulce¬ 
ration ; this part of the lung is collapsed and air¬ 
less, the rest is filled with dilated tubes. The 
accident was followed by haemoptysis ; some months 
later he was admitted to this hospital, and was 
found to have a small purulent pleural effusion. 
This was evacuated, but without much relief to the 
patient, and he died seven months after the onset 
with symptoms of abscess of the brain. 

The next two specimens are from the case of a 
hump-backed woman. They are a very fair example 
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of a large sacculated bronchiectasis, and it is further 
to be noted that the upper part of the tube is also 
dilated in a fusiform manner. 

I show you here a perfectly typical sacculated 
bronchiectatic cavity, where the wall of the tube is 
very thin ; in this case the patient died from haemo¬ 
ptysis. There is another specimen here from a 
patient who also died of haemoptysis from a small 
ruptured aneurism ; the aneurism had formed in one 
of the bronchial dilatations, and there is a good deal 
of fibroid thickening present. The last specimen I 
have to show is one of bronchiectasis occurring in 
a phthisical patient. The bronchial tubes are 
dilated and also much ulcerated. In many cases 
of so-called bronchiectasis in phthisis, there is no 
true bronchiectasis at all, there is only a terminal 
ulcerative cavity, an expansion at the end of the 
tube. 

I do not propose to give you an exhaustive 
account of what I am sure many of you already 
know, namely, the symptoms and physical signs of 
bronchiectasis; but I must say a few words upon 
the subject before I introduce to you the consider¬ 
able number of patients I have collected for this 
afternoon. Very often the symptoms do not differ 
very much from ordinary bronchitis, and are not 
to be distinguished from an ordinary pulmonary 
catarrhal attack. We generally say that bronchi¬ 
ectasis is present, not so much from any particular 
physical signs, but from the extent, and above all 
from the foetor of the expectoration. When we find 
in a case of chronic bronchitis excessive expectora¬ 
tion, and, above all, expectoration of a very foetid 
character, accompanied with defective nutrition, as 
evidenced especially by the clubbing of the fingers, 
which is present in most of the cases, then we 
should usually suspect bronchiectasis. In many 
cases difficulties occur in the diagnosis. There 
may be bronchiectasis, but there may be no fcetor 
of the expectoration, though, if the disease pro¬ 
ceeds, at one time or another there is sure to be 
expectoration of a foetid character. One of the 
diseases with which bronchiectasis may be con¬ 
founded is generally considered to be what is known 
as foetid bronchitis. It i$ said that in some cases 
of bronchitis without dilatation there may be ex¬ 
treme foetor of the expectoration, but my experience 
of such cases is very small indeed, and when we 
find expectoration foetid and excessive we are more 
inclined to say that there is probably dilatation of 


the tubes. Gangrene of the lung and phthisis I 
shall speak of later. There are cases, however, 
which exhibit what are known as the classical 
symptoms of this disease, not so much physical 
signs as symptoms, and I will briefly describe one 
of these. The patient has had, perhaps, a chronic 
cough for a long time, but the particular symptom 
I allude to now is the occurrence of paroxysmal 
attacks. The patient may be free from cough except 
once or twice in the day. While the patient is work¬ 
ing the attack may come on, or it may arise from an 
alteration in the position ; sometimes, if the patient 
lies down for a moment, or stoops, the paroxysmal 
cough will begin. In these attacks there is sudden 
and violent cough; and I have seen such patients 
cough just like a child with whooping-cough, until 
they become livid in the face, and the breathing 
almost ceases, and then suddenly they bring up a 
large quantity of expectoration (a teacup-full or half 
a pint is a common quantity), and such is the foetor 
of the matter brought up that it is almost impos¬ 
sible to stay in the room. The patient is usually 
very much exhausted by the spasm, but after an 
hour or so he generally becomes comparatively com¬ 
fortable. This may be twice a day, or perhaps, 
only once a day. Such is an account of a parox¬ 
ysmal attack in bronchiectasis. One of the 
women I show you to-day has such attacks ; she 
has been much improved by treatment, and has 
probably benefited by the equable temperature of 
the air in the hospital. Not long ago I had among 
my out-patients a lad with such symptoms. He 
said he was free from paroxysms unless he lay 
down for a few minutes, and he could bring on 
the attack by lying down on the sofa for five 
minutes. I asked him to avoid lying down in the 
morning on one of the days when he was coming 
to see me, and on his next visit he was able to 
produce one of these attacks by lying down on the 
couch in the out-patient department for a few 
minutes. 

Sometimes we find no physical signs at all that 
can be distinguished from ordinary signs of chronic 
bronchi is ; we find perhaps the breathing a little 
roughened and more hollow than natural, and 
there may be some moist sounds heard, but very 
little to be detected at all, and we cannot diagnose 
such a case from the physical signs. On the other 
hand, when the disease is complicated with chronic 
pneumonia, such physical signs are nearly always 
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basic, although they may occur sometimes at the 
apex. It is also noticed that the disease is more 
often in one lung than in both, though it is some¬ 
times bilateral. The physical signs in a typical 
case of bronchiectasis, especially where there are 
a considerable number of sacculated or large 
dilated bronchi, are somewhat easier to diagnose, 
but the difficulty of diagnosis is to distinguish 
these cases from those of a phthisical nature ; but 
it must be remembered that we very rarely find a 
primary basic phthisis, phthisis being nearly always 
secondary to previous trouble at the apex. Where 
you have only basic signs and dulness associated 
with copious and foetid expectoration you may be 
almost sure that such a case is one of chronic 
induration of the lung following on bronchiectasis, 
and where you find the clubbing of the fingers very 
marked the diagnosis is confirmed. 

The first case I show you this afternoon is a 
woman, aet. 40, who has had a winter cough for 
years. There is no particular history of any 
occupation involving the breathing of irritating 
dust, and there is practically only this chronic 
cough for many years. This is a case I have 
described to you as exhibiting the typical 
paroxysmal attacks; she has a paroxysmal attack 
twice a day, during which she brings up about 
half a pint of very foetid sputum ; her physical 
signs are confined almost entirely to the right 
lung ; she has some basic signs, evidently those of 
a chronic induration of lung tissue, and over this 
dull area there is cavernous or blowing breathing, 
and over the rest of the lung harsh expiration. 
She presents to some slight extent, but not very 
markedly, clubbing of the fingers. In connection 
with cavities in the lungs in these patients there 
is one thing to be considered, that these large 
cavities if filled up with sputum give no sign of 
excavation, for at one time you will find nothing 
but weak breathing, and the next day, perhaps, 
there will be signs of a large cavity at the base. 

In regard to this little boy, whose notes are 
headed “Chronic pneumonia and bronchitis,” he 
has been ill from the time he was years of age, 
and he is now 5J. The symptoms are chiefly 
those of a chronic cough, of some wasting, and of 
excessively foul breath and expectoration. Some¬ 
times the odour is almost like that of putrefying 
vegetable; the smell is best described as having a 
faecal odour with a sweetish mawkish base. It 


does not differ very much from the smell of 
gangrene. The child has basic physical signs, 
and there is a cavity below the angle of the 
scapula on the right side. In all these cases you 
will understand, from what I have already said, 
that though you may see excavation marked in the 
notes, it does not follow that you will find signs of 
a cavity. 

In this next patient, who is aged 26, the history 
is indefinite. She had illness at eighteen, pro¬ 
bably some form of inflammation of the lungs, 
and a short time later she brought up a pint of 
blood. Since that time, eight years ago, she has 
had repeated cough, sometimes worse than at other 
times. Three years ago the expectoration became 
profuse and foetid. In her case there are physical 
signs of induration at the right base. No marked 
signs of cavity, but some hollow breathing. As in 
the child’s and in the woman’s cases, there is only 
slight swelling of the finger tips, which, however, 
are somewhat reddened, and the nails are in this 
patient rather more curved than usual. 

You will notice that most of the patients are 
young people or children, and you will especially 
remark that the disease in several cases began very 
early in life. This girl has always been delicate 
and always suffered from a cough ; she has been 
worse for the last four or five years. There is also 
a story of Some obstruction of the breathing. In 
her case there is a great deal of expectoration, and 
sometimes the attacks come on suddenly, but she 
has no such characteristic paroxysms as in the case 
of the woman first described. There are physical 
signs at both bases, and at first her case was thought 
to be tubercular, but no bacilli have been found 
in the examinations of her sputum. Her physical 
signs are blowing breathing at the left apex, but 
what is most important, at the back, at the left 
base, physical signs are to be found. She shows 
signs of cavity at the left base, and there are also to 
be heard very large bubbles and loud creaking 
sounds, which are often met with in cases of bron¬ 
chiectasis. In all probability there are several 
cavities and not one large cavity. 

This little girl here also shows a slight clubbing 
of the fingers, and the tips of the fingers are red. 
The whole of the last phalangeal joint seems a little 
enlarged, and the nails are curved. She has had 
bronchitis ever since she had whooping-cough at 
the age of three ; she is now eight years of age. and 
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at times she has excessive expectoration. At the 
present time she has no expectoration. She used 
to vomit the expectoration. It is very easy in 
children to mistake the mucus that is coughed up 
for vomit. I shall not forget my first knowledge of 
that fact. It was some years ago at one of the other 
chest hospitals, and a little child who had suffered 
from cough came under my care. She used to 
give a few coughs and then vomit up an enormous 
quantity. This vomit on examination turned out 
to be nothing but foetid mucus. The act of 
vomiting emptied the bronchial tubes. In this 
child there are no special characteristic signs, the 
breathing being cavernous only at the angle of the 
scapula. 

This next is the case of a girl 12 years of age; 
she shows signs of excavation at the left base, and 
exhibits slight clubbing of the fingers. She also 
has the same history as the preceding girl, which is 
that of cough since two, when she had whooping- 
cough ; there is also a history of repeated attacks 
of bronchitis and of large amounts of expectora¬ 
tion, sometimes foetid. She shows signs of large 
basic cavities, fulness and cavernous breathing, 
with pectoriloquy and loud creaking noises. 

From these cases it is easy to see that in the 
diagnosis of this disease, if the patient has exten¬ 
sive physical signs, and yet looks fairly well, if the 
temperature is normal or subnormal, if there is a 
very, chronic condition, and if there is a large 
amount of foetid expectoration, you have the guides 
for your diagnosis. 

This lad is an interesting case, and looking first 
at his fingers you see that there is enormous 
clubbing. Of course clubbing does occur in tuber¬ 
cular cases, but at the same time I think you will 
agree with me that you would have to go a long 
way before you found such enormous clubbing of 
the fingers in a phthisical patient,. I might have 
said that in bronchiectasis there is a peculiar dispo¬ 
sition to enlargement of the terminal parts of the 
fingers, apparent enlargement of the terminal 
phalanges, and in some cases, which are rare, en¬ 
largement of the .joints^ You know that enlarge¬ 
ment of the joints differs from this clubbing of the 
fingers; it often goes by the name of chronic pul¬ 
monary arthropathy: it is Supposed to be a form of 
chronic arthritis, but it is probably not a form of 
arthritis at all. \ can give you the result of only 
Lone autopsy, hut in. that patient, a specimen 


of whose lung I showed you in regard to cylin¬ 
drical bronchiectasis, there were swellings of both 
wrists and both ankles, and some of the other 
joints were affected also. Nothing was found the 
matter with the joints, except that there were a 
few adhesions in one, and there was swelling and 
some thickening in the tissues around and in the 
tendon sheaths; it was therefore a disease round 
the joints. The clubbed fingers have also been 
photographed by the Roentgen rays, and it is found 
that the bones are natural, and that the affection 
is not one of bony enlargement. The lad has 
never had good health, and has always had a 
little hacking cough, but no serious lung trouble. 
Three years ago he had pleurisy and pneumonia, and 
since then he has been spitting up a large quantity 
of phlegm—half a pint a day. In one hospital, 
two years ago, he was thought to have a cavity at 
the right apex, and it was supposed to be a case of 
bronchiectasis. You will see a large scar over the 
second intercostal space; a flap was reflected, and 
an opening was made into what was supposed to 
be a cavity in the lung. The patient says that 
they found no cavity, but what the patient says is 
all we have to go on in the matter. His right 
lung is affected, and the question has arisen, is 
there one large cavity, or are there a number of 
small cavities ? My colleague, Dr. Fowler, con¬ 
siders that there is not one large cavity here, but 
that there are a number of sacculated bronchi, and 
that the lung is honeycombed with a large number 
of cavities. You will hear cavernous breathing, 
pectoriloquy, and loud creaking and bubbling 
sounds of a very large size, but the cavernous 
breathing is not of an even character ; in phthisis, 
if the whole lobe is excavated, there is a certain 
evenness about the character of the cavernous 
breathing, and that is not present here, so that it 
is thought that there is here a succession of saccu¬ 
lated bronchi. The boy .spits up. extremely offen- 
j sive sputum, and no tubercle bacilli have been 
1 found. 

I In this next patient there is a history of chronic 
pneumonia. He is a man aged 42, and is one of 
I the old cases. He has had a winter cough for 
| many years, and suffered from pneumonia last 
I January; he has lost flesh, and has had dyspnoea 
and excessive expectoration* wfhich has beep very 
foetid at times. I think you will find in him that 
I there are some of tt)e ; general, jsigns of ,bronchitis, 
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but that at the base if you will listen near the angles 
of the scapulae, especially at the right, there is dul- 
ness, increase of the vocal vibration, and harsh, 
hollow breathing. Looking at his fingers also, 
there is not such marked clubbing as in the other 
cases. Though he has had a tough for so many 
years, the excessive expectoration occurred for a 
much shorter period. His nails are strongly in¬ 
curved, and in addition you will notice how red 
the finger tips are. On listening at the bases of 
the lungs you notice, at what appears to be the 
most common position, just below the angles of the 
scapulae, large bubbling sounds, and also cavernous 
breathing and pectoriloquy. 

Here is another case of a young man of 25. His 
disease is diagnosed to be bronchiectasis of both 
the lower lobes. He always had good health until 
he had inflammation of the left lung six or seven 
years ago. He was ill for some time, and had a 
slight cough, gradually becoming worse; he spits 
up a great quantity of expectoration, and as a rule 
a large amount at a time. This man if he stoops 
brings up a greater quantity. The fingers show 
extremely marked clubbing, which is a mal¬ 
nutrition due to deficient aeration of the blood ; it 
occurs at all the extremities, because clubbing is 
also noticed in the toes, and we might almost say 
the nose also. In this case the physical signs 
are not very clear : there is weak breathing at the 
bases, and rather abundant rales ; there are also a 
few creaking sounds. 

The next patient has been in the hospital, and 
has derived very much benefit from the creasote 
baths treatment. The man is 55 years of age, and 
in April, 1895, had a fit, followed by paralysis of 
the left arm and leg; since then he has suffered 
from cough, and he has brought up a large quantity 
of foul sputum each day, and the sputum has been 
frequently tinged with blood. He has lost much 
flesh, and when admitted had extreme dyspnoea, 
was much emaciated, and was bringing up foetid 
sputum. His physical signs were mostly confined 
to the right lung, consisting of impairment, of 
resonance at the base, and large bubbling rale$. 

He was extremely ill when he came into , this 
hospital, and his sputum was examined for bacilli, 
but none were found. By my request some of it 
was further examined for micro-organisms for the 
purpose of this lecture, with the result that strepto¬ 
cocci were found, but no elastic tissue, differing 


thus from gangrene of the lung. It is a slight 
help in the differential diagnosis, though with 
ulceration of the tubes you may have elastic tissue 
in the sputum. Since leaving the hospital he has 
still further improved. The man has cavernous 
breathing in front of the left lung, and there is 
pectoriloquy also, but it is of a varying character. 
The resident medical officer says that this patient 
when he first came in had not only a high 
temperature, but was also spitting up seventeen 
ounces of foetid sputum. When he left the hospital 
the expectoration was reduced to two and a half 
ounces, and he had gained thirty-one and a half 
pounds in weight, and I think in this case that the 
improvement was due to the creasote inhalations. 

In this hospital intra-laryngeal injections of 
guaiacol (2 per cent.) have proved of service in 
some cases, but the treatment has not yet been 
fully tried. At present many of the patients are 
undergoing the creasote treatment. I have here 
one of the water-baths used for the evaporation of 
the ordinary commercial creasote that is employed, 
and I shall be glad to show any who like to stay 
the chamber in which these inhalations are given. 
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PART III. 


When the cavity of the pleura will not close, the 
best method of dealing with it must be determined 
by consideration of the condition of the side in 
that part. This necessary knowledge can only be 
ascertained by careful examination with a probe. 
The cavity left in these long-standing cases is, as I 
have stated, frequently a shallow one, possibly not 
more than half an inch or so in depth, but 
extending a considerable distance beneath the 
ribs, If is often irregular ar^d has diverticula, and 
is frequently found to be somewhat deeper at the 
back than- in the side and towards the front. A 
thorough knowledge of the conditions to be dealt 
.with is necessary before tl?e jigbt method of 
operating can be determined* It is, of course, 
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obvious that it would be useless to remove 
portions of rib in the axilla if the cavity that we 
had to close was at the back. 

If the cavity will not close there are but two 
courses open, either to leave it alone for nature 
to cure in its own way in the course of time, or to 
perform an extensive operation, viz. that of 
Estlander. 

Estlander's operation — Thoracoplasty . — Est- 
lander’s operation consists in the removal of a 
wedge-shaped piece from the wall of the thorax, 
and involves the excision of portions of several 
ribs. The piece removed often measures many 
square inches in area, being an inch or so wide at 
the top, and it may be as much as eight or nine 
inches long at the bottom, the ribs being removed 
to a corresponding extent. It is a plastic operation, 
and its rationale rests on the assumption that it is 
the rigidity and resistance of the ribs which 
prevents the side from falling in sufficiently to 
close the cavity, and its object is the removal of 
this resistance. 

The indications for the operation are, the pres¬ 
ence of a cavity of some size, and good grounds 
for believing that it cannot close without an 
operation of this kind. 

Some time—many months at least—must be 
allowed to elapse before it will be evident that the 
cavity will not spontaneously close, and it is as¬ 
tonishing, with time and patience, what Nature 
will do, even in apparently very bad cases. There 
is, therefore, no need for hurry in deciding. 

Again, something will turn upon the condition 
of the lung, /. e. whether the lung is capable of 
re-expansion, and to what extent. Where the 
empyema has been allowed to exist for some time 
before operation, the lung may become bound 
down in its collapsed condition by dense fibrous 
adhesions, and so be incapable of re-expansion; 
but this can by no means be assumed, for in many 
cases the lung expands quite readily when the 
fluid is removed, though a priori the chances 
would seem against it. 

The objections to the operation are obvious. 

1. It is an extensive and very serious operation. 

2. That, under the most favorable circum¬ 
stances, it will greatly diminish the strength of the 
thorax. 

3. That even when successful, it will be attended 
with very great deformity. 


It will have, therefore* to be very seriously con¬ 
sidered in every case: first, whether so extensive 
an operation is desirable; and secondly, whether 
the result, if it prove successful, will justify the 
operation. 

The operation is a serious one. Many cases 
die as a result of the operation. Few of these are 
recorded, so that no opinion can be formed of the 
full risk of the operation upon the statistics of 
published cases. The operation should not be 
undertaken at all except in patients who are in 
such a condition as to render success probable, in 
respect of their general health, at any rate. Yet, 
when the general health is well maintained, the 
operation is usually not thought of, and the 
operation is clearly unsuitable when the health is 
broken down. Especially is this the case if the 
patient be phthisical, or if the lung be otherwise 
diseased. 

The deformity left behind is considerable, and 
is well shown in the photograph taken of a patient 
operated on by Mr. Pearce Gould, seven years 
previously.* 

This may be regarded as a very successful case, 
for at the time of the operation there was a pro¬ 
fuse discharge, the liver was enlarged, the general 
health much broken down, and the patient seemed 
to be in a condition of advanced amyloid disease. 
Drainage had been fully tried, and failed. After 
the operation the patient’s general health was 
quickly restored, and a complete contraction of 
the cavity took place, but with the result shown in 
the photograph. 

The operation .—If the operation be decided on, 
before anything is really done the cavity must be 
carefully explored, so that its extents and where¬ 
abouts may be fully realised. This may be done 
with a probe before the operation, or by a finger 
inserted in the thorax at the time of the operation. 
Anyhow, the position of the incision, and the 
extent of the excision of ribs, will be determined 
by the extent and position of the cavity; for to 
ensure success it is necessary that all the bony 
and resistent parts forming the outer wall of the 
cavity should be completely removed. This may 
necessitate a very large and formidable operation; 
but the operation, to be successful, must be com¬ 
plete, or else it had better not be undertaken 
at all. 

* ‘Clin. Soc. Trans.’ vol. xxvii, p. 278. 
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What is sometimes called “ modified Estiander ” 
is no Estiander at all; indeed, it runs exactly 
counter to the very principle of the operation, and 
is really nothing more than an exaggerated and, 
in many cases, unnecessary drainage operation. 

The seat and extent of the operation having 
been determined, the flaps should be reflected and 
the ribs removed by subperiosteal resection. This 
disturbs the position of parts as little as possible, 
and avoids a great deal of haemorrhage; for, with 
care, this can be performed without division of the 
intercostal arteries. 

The number of cases recorded is but small. Up 
to the year 1885 Ceecherelli was able to collect 
only sixty-one, the results of which he tabulates as 


follows:— 

Cured . . ... 15 

Much improved ... ... ... 13 

Made worse ... ... ... 5 

Died from operation ... ... 8 

Result unknown ... ... ... 20 


In some of these cases the operation was a com¬ 
paratively small one, and many of the cures are 
found in this group. On the other hand, 50 per 
cent, were not improved, or were made worse, and 
of these i2§ per cent, were actually killed by the 
operation. To these must be added an unknown 
number in which the operation failed, and no 
record of it was published. 

Cases suitable for such an operation will always 
be rare; though, as with all new operations, the 
numbers at first seem to be considerable, owing 
to the accumulation of such cases over a period 
of many years. We may confidently anticipate 
that with the earlier treatment and better after- 
management of empyema, the cases will become 
fewer and fewer in which a plastic operation is 
necessary. 

Among the 156 cases of empyema collated, there 
were three in which a thoraco-plastic operation was 
performed. One of these was performed within 
fourteen days of the original incision, and can 
hardly be rightly put into this category. The 
other two were performed about six months after 
the opening of the side. In the one, a lad of 14, 
portions of five ribs were removed, and rapid re¬ 
covery followed, nothing but a track in which the 
tube lay being left in the course of four or five 
weeks. 

In the second case, a man of 25, six months 


after the first incision, about an inch of each of 
the fourth, fifth, sixth and seventh ribs was removed 
in the post-axillary region. This led to rapid con¬ 
traction of the side, but a fistulous track remained 
nine months later. 

Under any circumstances, an operation of such 
magnitude as this should only be undertaken by 
those well accustomed to antiseptic surgery, and 
with considerable experience in operations upon 
the chest. It is a serious operation, for the shock 
which follows it is considerable, and the risks 
therefore not to be despised, and it is performed 
under great disadvantage, where the general health 
is undermined, and the patient hardly in a condition 
to stand so severe a strain. 

The treatment of empyema by paracentesis .— 
The admirable results of the treatment of empyema 
by free incision have caused paracentesis to appear 
antiquated and out of date; but if it be true, as 
has been stated, that most cases of pneumococcus 
empyema and many of streptococcus empyema 
may be cured by simple paracentesis, it is possible 
that paracentesis may come into fashion again. 

It is the general rule in surgery that when pus is 
present in the body it should be given free vent 
as soon as possible, and no doubt the same general 
rule applies to the pleura. Yet it must be ac¬ 
knowledged that the pleura is a special cavity and 
requires peculiar consideration, and I suppose it 
will be conceded that to open the pleura, at any 
rate in an adult, is no trifling operation, and may 
involve fairly serious consequences. 

Paracentesis certainly suffices in some cases to 
effect cure, and there are many cases on record in 
which even a single tapping has been sufficient; 
many more in which after two or three tappings 
recovery has been complete, and a few in which 
systematic tapping over a series of weeks or 
months has resulted in final cure. The most re¬ 
markable case of the last kind is recorded by Lilly.* 
In this patient, a man aet. 18, paracentesis was 
performed in all thirty-two times,—almost daily for 
the last two months. In the end this patient 
made complete recovery. The case is remarkable 
in another respect, on account of the large amount 
of pus that was removed at many of the paracenteses. 
Thus, on the first occasion 130 ounces were re' 
moved ; on the second 105, on the fourth 155, and 
after this, when the paracentesis was more frequent* 


•‘Glasgow Med. Journ./ 1872, p. 44. 
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the quantities became less and less until ultimately 
cure was complete. I do not suppose that cases of 
the last kind are of any great interest at the present 
time, except as showing what is possible, for if 
improvement does not take place after two or 
three paracenteses at the most, the side would 
nowadays be treated by free incision, and, I think, 
quite properly. 

Most of the instances of successful treatment by 
paracentesis have occurred in children, and if in 
the adult usually in cases of localised empyemata. 
Yet in the adult, in cases even of considerable 
effusion, paracentesis is sometimes successful. 

1. Thus I know of the case of an adult of about 
30 years of age, in whom there was a very bad 
family history of phthisis. 

It was decided not to lay the side open, but to 
employ paracentesis, and on the first occasion 
about two pints of pus were removed; two or 
three weeks later a second paracentesis was made, 
with the removal of about eight ounces of pus ; on 
a third occasion only about one ounce was obtained, 
and in a few weeks the patient was completely 
well. I understand that now it is difficult to tell 
by physical examination which was the side 
affected, or that there has been any disease of the 
kind at all. It is many years ago, and the patient 
still remains in good health. 

2. In another instance, a case of my own, a 
woman of 30, who had been recently confined, 
and who .dated her illness from the confinement, 
was found to have a large pleuritic effusion. She 
was desperately ill, and, it was thought, would die. 
She was immediately tapped, with great relief to 
her symptoms. She improved much after this, and 
in the course of three weeks or so, when the fluid 
seemed to be stationary, it was decided to have 
the chest opened ; but when the day for operation 
arrived it seemed wiser to postpone it, and instead 
of incision the patient was tapped again. This 
was followed by rapid recovery. 

In this case the patient, when first seen, was so 
run down and so feeble that it was thought 
expedient to postpone the question of operation 
and to perform paracentesis as a palliative 
measure. I have little doubt that, if the side had 
been opened then, the operation would have 
proved- fatal; and even at the time the operation 
was decided upon, her general health was still so 
bad that I was glad tQ have an excuse for post¬ 


poning incision. From the character of the case 
I have little doubt now that it was a streptococcus 
empyema. 

In localised or encysted empyema there is not 
the same objection to free incision. Such cases 
can be treated as well by free incision as by 
paracentesis; indeed, it is free incision that I 
prefer. However, in localised empyemata it is 
not always easy to localise the pus, and it always 
has to be discovered by means of the needle first, 
and then we sometimes find that removal of pus 
by the aspirator suffices to effect curS. 

3. Thus, a healthy man of 35 came under 
treatment for what it was thought was an 
empyema. There was a considerable amount of 
dulness on the lower half of the right side. On 
the twelfth day of his illness a needle was inserted, 
but no pus found. Many punctures were sub¬ 
sequently made, with the same want of success, 
and it was not until an anaesthetic was given and 
several punctures made on the same occasion, 
that pus was ultimately found. Nine ounces of 
thick, curdy pus were then removed with the 
aspirator, and from that day the temperature fell 
to normal, and the patient made a rapid and 
uninterrupted recovery. 

4. In another case, a child of 3^ years of age, 
the empyema apparently followed an attack of 
measles, and had existed for about three weeks 
before she was admitted into the hospital. The 
empyema seemed to be a fairly large one, for there 
was dulness from the base up to the level of the 
third rib. Fourteen days later a needle was 
inserted, the aspirator was used, and two ounces 
of sweet, very viscid pus removed. The needle 
appeared to be in a very large cavity, but no more 
pus could be obtained, and on subsequently 
examining the instrument the tube was found to 
be choked, so that there was but a very small 
portion of the effusion removed; still, four days 
later it was evident that the fluid was diminishing, 
and in a fortnight the greater part of the effusion 
had completely disappeared. Three weeks later, 
that is to say, in about six weeks in all after 
admission to the hospital, air entered freely down 
to the right base, and the patient seemed to have 
made complete recovery, though there was a little 
impairment of percussion still at the lowest part of 
the chest behind. The child was sent away to the 
sea-side, and when she returned was quite well. 
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This case is very interesting as showing that even 
•a large amount of pus may be completely absorbed 
from the pleura. 

It may happen that after paracentesis the fluid 
may change its character, that which re-accumulates 
being less purulent than that previously removed. 
I have already referred to one case of this kind, 
"when speaking of paracentesis for serous effusion. 

The following is another instance of it. 

A man of 37 was tapped, and 80 ounces of pus 
were removed from the left pleura. Twelve days 
later the needle showed the presence of sero- 
purulent fluid only, and this was rapidly absorbed, 
.with complete recovery. 

The following additional cases are also taken 
from my note-books. 

5. A boy of *5, with left-sided empyema following 
broncho-pneumonia after whooping-cough and 
measles, was tapped twice, at intervals of a few 
xiays, with the removal of six ounces and five 
ounces of pus respectively. The temperature fell 
after paracentesis, and the child got perfectly well, 
with spme contraction of the side. 

6. A girl of 13, with right-sided empyema, 
came under observation after one month’s illness. 
She was extremely ill, with a hectic temperature 
reaching 103° every evening. Paracentesis was 
performed three times. Fifteen ounces were 
removed on the first tapping; six ounces on the 
second, two days later, and only one ounce on the 
third, a fortnight later. Recovery was rapid, and 
the child gained ten pounds in weight in fourteen 
-days. Great contraction of the side took place ; 
but two months later all trace of deformity was 
gone. 

7. A man of 33, who had been ill a month, pre¬ 
sented the signs of empyema at the right base. 
The temperature was not raised when seen. 
Paracentesis in the mid-axilla removed several 
-ounces of thick pus, after which recovery took 
place. 

The other cases which follow are, for the 
most part, taken from the records of St. 
Bartholonrtew’s; Hospital. 

8. A lad of 16 was attacked with pneumonia. 
The temperature fell after the crisis, but rose again 
gradually. Signs of fluid appeared on the left 
aide, and the pleura was tapped twice, with the 
removal of eight ounces and fifteen ounces of pus 
respectively. The temperature became normal, 


and the physical signs almost completely dis¬ 
appeared. 

9. A boy of 8 had been ill for two months, and 
presented the signs of fluid on the lower part of 
the right side. On paracentesis a little pus was 
obtained, but the temperature became normal, and 
the rest of the fluid resolved rapidly. In a few 
weeks no physical signs were left beyond a little 
dulness at the base behind. 

10. A child of 5, with a small empyema following 
pneumonia of the left base, recovered after two to 
three ounces of pus had been removed by the 
aspirator. 

11. A man of 29, with left-sided empyema, 
made rapid recovery after ten ounces had been 
removed. 

12. A man of 32, with an empyema of the right 
side of eleven weeks’ duration, refused to have 
his side opened and was accordingly tapped only, 
with the removal of ten ounces of pus. Several 
punctures were made subsequently to see if any 
more pus was present, and none could be found. 
Recovery was rapid. 

13. A man of 19 was tapped five weeks after 
the commencement of his illness, and forty-five 
ounces of pus removed. Recovery was rapid and 
uninterrupted. 

14. A child of 3 developed a small empyema 
on the left side, after whooping-cough. Four ounces 
of pus were removed with the aspirator, and re¬ 
covery was complete. 

15. A man of 45 was found to have an empyema 
on the left side, which had been preceded by 
pneumonia on that side three months before. 
After being under observation for a short time he 
developed paraplegia, which rapidly became com¬ 
plete. The fluid increasing in the chest, paracen¬ 
tesis was performed, and forty ounces removed. 
Forty days later a second paracentesis removed 
twenty ounces. Ultimately the patient got quite 
well of both paraplegia and empyema. 

16. A girl of 4, with left-sided empyema, was 
tapped twice, sixteen ounces being removed on 
the first occasion, and twelve on the second, four 
days later. Recovery was rapid. 

17. A child of 10 months was tapped, and pus 
removed from the left side one month before she 
was seen. She required no further treatment, and 
in a month was well. 

alone was suf- 


In the above cases paracentesis 
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ficient to effect cure, and no pus was expectorated. 
In the following case, towards the end a small 
amount of pus was also coughed up. 

18. A man of 41 was admitted with an empyema 
of the right side of recent development. The 
temperature was very irregular,—hectic it might be 
called, —but it hardly rose at its maximum above 
normal. Sixty-two ounces were removed on the 
first paracentesis, and fourteen days later fifteen 
ounces. In seven weeks the patient appeared to 
be perfectly well, although there was still some 
dulness at the base behind. A month later some 
fresh pain appeared, and three weeks later, i. e. ten 
weeks after the second paracentesis, the side was 
aspirated again, and twenty-four ounces of pus 
removed. This was followed by the expectoration 
of a little pus daily; but it rapidly ceased, and 
recovery was complete. 

This case forms the link between those cured 
by paracentesis and those which spontaneously 
healed after expectoration, the course which, 
before paracentesis and incision were so success¬ 
ful, used to be regarded as the most favorable 
an empyema could take. 

Ringer* records two cases—a child of 2 years 
old, in which two paracenteses, with the removal 
of sixteen ounces and six ounces respectively, 
were followed by cure ; and another, a girl of 4J, 
in which a single paracentesis, with removal of 
nineteen ounces, led to rapid recovery. 

1. Broadbent and Cheadle t record a case of 
double empyema. The patient, a woman of 31, 
pregnant with her fifth child, had double empyema. 
The right side was tapped and twenty-five ounces 
withdrawn ; the next day the left, with the evacua¬ 
tion of eighteen ounces. Five days later the right 
side was tapped again and twenty-two ounces more 
withdrawn, after which the patient made a rapid 
recovery. 

2. Sangster J also records the case of a child of 
2 years of age, in which the right side was incised 
and the left tapped twice, two ounces and six 
ounces respectively being removed, when the 
patient got quite well. 

Netter§ records ten cases of empyema following 
pneumonia in the adult, all of them treated by 
paracentesis, and all of them followed by cure. 
He goes so far as to advocate paracentesis rather 

* ‘ Practitioner/ vol. xi. f ‘ Med. Press and Circ./ 1875. 

X ‘ Lancet/ 1880, vol. ii. § ‘ Charcot’s Medicine/ p. 1043. 


than incision in the adult for the empyemata which 
follow pneumonia, and he gives a few cases also 
of similar success with streptococcus empyema. 

In many cases in which paracentesis has been 
performed, the track of the puncture suppurates. 
This is, no doubt, due partly to infection of the 
wound from the pleura, and partly to the pus being 
mechanically forced by coughing from the pleura 
into the wound. To avoid the latter risk I make 
it a rule to strap the side firmly with pads placed 
over the puncture for a day or two after paracen¬ 
tesis. Do what we will, suppuration of the punc¬ 
ture often occurs—the empyema points through 
the puncture, and incision becomes necessary ; or,, 
if let alone, spontaneous discharge occurs. 

Granting that paracentesis may suffice to cure 
an empyema, it is necessary to consider only the 
conditions under which it would be right to attempt 
this method. 

In the first place, paracentesis can do no harm, 
even if an ultimate incision becomes necessary ; 
indeed, it may often do good, for it gains time and 
enables the patient to be brought into aybetter 
condition to bear the operation, so that, as a 
preliminary to incision, it is of the greatest possible 
use, and being sometimes of itself sufficient to effect 
cure, there can be no harm in, at any rate, trying 
the effect of one, and perhaps a second, paracen¬ 
tesis before proceeding to incision. 

In one series of thirty-seven cases paracentesis 
was performed in twenty-three prior to incision, 
and four were cured by paracentesis only. 

In a second series of 119 cases, in fifty-one 
paracentesis was performed prior to incision, and 
ten were cured by paracentesis only. 

With encysted or localised empyema it seems to 
matter little whether an incision be made or not, 
whether in the child or in the adult. Perhaps, on 
the whole, a free incision in such cases is the most 
expeditious means of cure, but where the empyema 
is deep seated and the pus difficult to reach, it 
would be certainly well to try paracentesis first. 

It is not, however, always easy to be sure that we 
have an encysted empyema to deal with. It may 
be a small empyema in the general cavity, and not 
shut off by adhesions or encysted. 

In the adult the objections felt to laying the 
side freely open are greater than in the child, and 
rests partly on theory and partly on clinical ex¬ 
perience. 
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The theoretical objections are based upon the 
assumption that when the side is opened the lung 
becomes completely collapsed, so that a very large 
cavity is necessarily left, which can only heal by 
granulation from the bottom. 

This theory is, however, misleading, for in many 
cases the lung expands at once, and the cavity 
becomes rapidly diminished in size, and this may 
happen even when the lung has been long com¬ 
pressed by fluid, and the empyema been of many 
weeks’—or even months’—duration. 

The objections based upon experience are more 
serious ; for although there are many cases in the 
adult in which even in chronic cases of empyema 
cure is rapidly effected after free incision, still 
there are many others in which the lung does not 
expand as we should expect, and in which the 
patient is left with a large cavity, from which a 
free discharge takes place, and may continue for 
months or years ; yet I do not know that these 
cases are likely to do any better if treated by para¬ 
centesis, for in many of them the lung is perma¬ 
nently diseased, and often tubercular. 

It is impossible to lay down any general rules 
for the decision as between paracentesis and free 
incision. Each case must be dealt with on its own 
merits, but it is something to know that the free 
incision is not imperative, and that paracentesis 
sometimes is quite sufficient to effect a cure. 

Whether this will be sufficient in any given case 
or not, no one can tell until it has been tried. 
Careful paracentesis can do no harm, nor will 
mischief be done by postponing free incision for a 
little while, though I think it ought not to be post¬ 
poned too long. It might be a good rule of 
practice, in the adult at any rate, to try the effect 
of paracentesis first, and if the fluid re-accumulates 
and no improvement takes place say after a second 
or at the most a third paracentesis in the course of 
two or three weeks at the outside, to proceed to 
incision. 

At the same time, I cannot say that I adopt any 
general rule of practice in my own cases. Several 
circumstances may make me decide at once upon 
free incision in one case, and in another to try the 
effect of paracentesis. 

If paracentesis be employed with empyema the 
aspirator should, if employed, be used with great 
care and without very forcible suction, for the lung 
is often brittle in places, and therefore likely to 


be ruptured, and it is a most undesirable thing to 
burst the lung, and thus convert an ordinary 
empyema into a pyo*pneumothorax. 

If the pus will not flow through the aspirator, 
rather than employ much suction it would be 
better to stop paracentesis and proceed later to 
incision, or else perhaps attempt to remove the 
pus by the simultaneous introduction of air, i.e. 
by perflation, as it has been called. 

Perflation .—There are some cases of empyema 
in which, though there is a large effusion, only a 
small amount of pus can be removed. 

Thus, for instance, in a case of Mr. Parker’s, 
where incision showed that the side contained a 
forty or fifty ounces of pus, only four ounces 
could be obtained by means of the aspirator. 
The explanation often given of these cases is that 
the chest walls are rigid, and the mediastinum 
and heart fixed, so that when the aspirator is used 
contraction cannot take place in the side, and the 
pus will not flow. No doubt this is a condition 
which is occasionally met with, but I believe it to 
be comparatively rare. It was for such cases as 
these that perflation was suggested. 

Perflation consists in the simultaneous introduc¬ 
tion of air and the withdrawal of pus. It requires 
two punctures : one in the upper part, by which 
the air is introduced; and the other in the lower 
part, by which the fluid is withdrawn. 

The air which is introduced must be carefully 
sterilised or rendered aseptic. This was attempted 
in some cases by passing the air through water 
containing antiseptic substances; but it is more 
satisfactory to filter it through cotton wool saturated 
with the disinfectant. 

Mr. Parker’s name is connected most in this 
country with perflation, and his apparatus is figured 
in the 4 British Medical Journal* for 1883. The 
method is ingenious, but cumbersome, applicable 
to but very few cases, and to these, I think, 
probably free incision would be more suitable; so 
that I do not think this plan is at all likely to 
come into any general use. 

It is interesting in this association to remember 
that Hippocrates, who introduced the treatment 
of empyema by incision, advocated the intro¬ 
duction, at the side of the trocar, of a bladder 
which could be blown up from the outside, so as 
to force the pus out through the trocar, and thus 
completely empty the pleura. 
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CASES DEMONSTRATED AT THE 
CLINICAL MUSEUM. 

BY 

JONATHAN HUTCHINSON, LL.D., F.R.S. 

(Reported by J. T. Conner, M.D.) 

Psoriasis of Nails without Skin Eruption, 
of ten years’ duration; Thinning of the 
Affected Nails. 

The patient was a lady set. 38. Nine or ten 
.years ago one of her nails began to be a little 
tender, she thought from her thimble. It was the 
middle finger of right hand; afterwards the others 
suffered. 

It was a well-characterised example of psoriasis 
of finger-nails, beginning by loosening of the nail 
from its bed at its front corners. Several nails on 
both hands were affected and loosened for a length 
of an eighth of an inch. The middle finger in both 
hands was affected, and the index and thumb in 
the right. The nails became rather thinned and 
spooned; those which were sound were polished 
and hard. There was no implication of the skin of 
the digits. Her toe-nails were also said to be 
affected. 

Her nails are at their worst when she feels very 
well. She had no psoriasis of the skin. She 
sometimes breaks off a large fragment of the 
loosened nail by catching it in her clothing. 
There is gout in family, but no skin disease. 

Secondary Syphilis; eruption localised by 
occupation. 

• The patient was a man aet. 23. The eruption 
was a lichen, of which very few spots were to be 
seen on the trunk, but on the distal parts of the 
limbs it was becoming confluent into dusky 
erythematous scaly patches. This condition ex¬ 
tended up the forearms to a little above the dbows, 
where it ceased abruptly. The feet were covered 
on the dorsal surfaces, and the knees showed 
patches, but not in the “ psoriasis positions.” 
The neck was also affected. The trunk, thighs, 
and upper arms were quite exempt from this 
condition, and in fact scarcely affected. A faint 
mottling, which required a good light to be seen, 
was all that was present in addition to the few 


lichen spots mentioned. There was well-marked 
palmar and plantar “ psoriasis.” This locally* 
aggravated condition of the eruption was explained 
by the patient’s occupation. He was a fireman 
working on a hot floor, and with his sleeves rolled 
up, exposing his forearms and elbows to the heat. 
In addition to the ordinary bullet-bubo in the groin, 
there were glands low down in Scarpa’s triangle 
which were enlarged into softer fleshy masses. 
The latter were no doubt produced in a different 
manner from the former. They were due to irritation 
of the feet. The same condition was produced in 
prurigo (Hebra’s bubo). On the back of the arms 
were some crusts. These ought not to be seen at 
this stage of syphilis. They were due also to irri¬ 
tation. There were bald patches on the tongue, 
and mucous patches on the soft palate. 

Dupuytren’s Contraction associated with 
symptoms of Nervous Disease. 

The subject was a man aet. 65. The middle, 
ring, and little fingers of both hands were almost 
completely flexed by bands. The index fingers 
were exempt; but he had lost the power of flexing 
their last digits, moving the others freely. This 
was not due to any bands or adhesions, for the 
joints yielded readily to passive movement. He 
had also almost lost the power of writing. The 
muscles of the thumbs were flabby and wasted, so 
that there was a hollow between its metacarpal 
bone and that of the index. The disease com¬ 
menced by contraction of the ring and little 
fingers of the left hand two years ago. No history 
of gout or rheumatism, personal or family, could 
be obtained. 

Mr. Hutchinson remarked that Dupuytren’s 
contraction was not entirely due to contraction of 
the palmar fascia; there was also a formation of 
new bands There were three factors in the 
aetiology—heredity, rheumatism and gout, and 
some peculiar and ill-understood part played by* 
the nervous system, which here had also produced 
complications. The loss of the power of writing 
must be due to some nervous change, as there was 
nothing in Dupuytren’s contraction per se to pre¬ 
vent a man from writing. Also the inability to 
flex the last digits of the index fingers showed a 
loss of power in the flexor profundus which the 
flexor sublimis did not share. 

Sometimes-Dupuytren’s contraction was asso- 
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ciated with contractions in other parts. Fibrous 
bands might form in the corpora cavernosa of the 
penis, producing curving on erection and inability 
for coitus. In one case of this kind which Mr. 
Hutchinson had recently seen it had been proposed 
to operate by excising the bands. But he could 
not agree to this. A scar would be left, which in 
its turn would contract; also it was not possible 
to restore the part of the corpora cavernosa which 
was indurated, and extension could not be main¬ 
tained here as in the hands. 

A Dwarf with Arrest of Development of 
Sexual System and great Hypertrophy 
of Gums. 

The subject was a man set. 25. He looked like 
a boy of fifteen, except for a certain withered old- 
mannish appearance of the face. His height 
was about five feet. There was no trace of 
moustache, whiskers, pubic or axillary hair. 
The body in general was also hairless, but he had 
a good head of hair, which had always grown 
well. The skin was dryish-looking, and it never 
perspired. The testes and penis were very small, 
like a boy’s. The lower jaw was badly developed ; 
it receded, the chin was almost absent. The gums 
were much enlarged. Only eighteen teeth had 
been cut, and none completely, the crowns being 
more or less buried in the gums. The teeth were 
of normal size. These had not been cut—left 
upper incisors and canine, right lateral incisors, 
all the first bicuspids, one right upper molar, the 
wisdom-teeth. The upper gum was immensely 
thickened, so that it nearly met across the palate. 
It was smooth and hard. He was liable to gum¬ 
boils. Though he could eat ordinary diet, he 
preferred soft food. He was employed as a clerk. 
There was not any apparent mental defect, but he 
said that his memory was not as good as usual 
lately. 

Mr. Hutchinson had seen some similar cases. 
The condition was due to some congenital defect 
of structure. More than this he could not say. 
In spite of the arrest of development of the sexual 
organs there was in these cases usually some 
sexual desire. Two such men had consulted him 
with reference to marriage, and were much dis¬ 
appointed when told that they were not fit for it. 


THERAPEUTICAL NOTES, &c. 


Absolute Aloohol as a Disinfectant for 
Instruments. —Dr. Robert L. Randolph pub¬ 
lishes, in the ‘ Johns Hopkins Hospital Bulletin,’ 
September—October, 1896, a bacteriological study 
of Squibb’s absolute alcohol (98J- to 99x?jP er cent) 
as a disinfectant for cutting instruments used in 
eye operations. The fact that cataract operations 
require a keener knife than other operations in 
surgery, and that heat is therefore objectionable, 
because it dulls the edge, led the writer to test the 
value of alcohol, which Reinicke says is the 
quickest disinfectant that can be relied upon for 
disinfecting the hands. Scrubbing them in alcohol 
of 90 per cent, strength for five minutes, he thinks, 
in taking up the fat takes up the bacteria from the 
hands, so that they can be washed away. The 
writer has found no experiments recorded as 
bearing upon the efficacy of alcohol as a disinfectant 
for instruments, and in so far his tests represent 
the only work of the kind that has been done. 
Inoculation of fifty tubes with fifty eye instruments, 
taken at random from the experimenter’s case and 
from those in hospital use after being cleansed in 
the usual way, resulted in sixteen tubes remaining 
sterile. We will not enter into the experimenter’s 
test methods, but in his own words: “ It is evident 
that the alcohol in the first and second series was 
adequate for disinfecting purposes, but it is equally 
true that alcohol is totally inadequate for disin¬ 
fecting instruments which have been infected with 
the staphylococcus albus in pure culture, and this 
might contra-indicate our relying upon absolute 
alcohol for disinfecting instruments which had 
been used in an operation when the pyogenic 
organisms are present in great numbers—as, for 
instance, in panophthalmitis.” The conclusions 
he draws are : First, that of a given number of eye 
instruments, by far the majority are infected by 
exposure to the air. Second, that absolute alcohol 
would seem a valuable disinfectant for instruments 
infected under the conditions which ordinarily 
surround us in every-day life. This conclusion 
seems warranted by the results obtained in the 
first and second series of experiments. Attention 
may be called to the fact, too, that in the second 
series the nails were all without a doubt infected, 
and it might be said that they had been exposed 
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to conditions which, to say the least, were extra¬ 
ordinarily favorable for infection; so that this 
series, I think, is strongly suggestive that alcohol 
possesses disinfectant properties of no little value. 
Third, that the septic character of instruments 
infected with a pure culture of staphylococcus 
albus is not altered by exposure for twenty minutes 
to the action of absolute alcohol .—Medical Record . 


Alcohol as a Disinfectant in Obstetric Prac¬ 
tice. —Drs. Ahlfeld and Vahle (‘ Deutsche medi- 
cinische Wochenschrift,’ 1896, No. 6) describe 
some experiments made to ascertain the value of 
alcohol as a practical disinfectant in obstetric prac¬ 
tice. The results obtained by disinfecting the 
hands with alcohol have been ascribed to the 
solvent properties of alcohol upon fatty tissues, 
thus allowing bichloride of mercury and other 
antiseptics to come into immediate contact with 
the bacteria. Some assert that alcohol does not 
destroy bacteria, but coagulates the epithelia of the 
skin, and in this way hardens them without pre¬ 
venting the passage of germs. It has been found 
that alcohol does destroy germs, but acts more 
efficiently upon micro-organisms containing water 
or those found in tissues containing water. Dr. 
Ahlfeld finds that alcohol does not act simply by 
dissolving fatty substances, because ether, which is 
a better solvent of fat, is not very efficient as an 
antiseptic. Experiments prove that alcohol exerts 
a direct influence in destroying virulent streptococci. 
Alcohol exerts but feeble influence upon dried 
tissues containing bacteria and upon bacteria from 
which the water has been removed. An experiment 
was made with amniotic membrane when wet and 
when dry, which illustrated in a striking manner 
the action of alcohol on a moist membrane. 
Experiments upon the hands of attendants and 
nurses demonstrated the value of alcohol as a 
disinfectant .—Medical Record . 


The Treatment of Sydenham’s Chorea.—In 

the ‘Journal de Medecine de Paris’ Cheron con¬ 
cludes a paper upon this topic. In an earlier issue of 
the journal he had discussed the pathogenesis of 
this affection. He quotes Gubler, Vulpian, and 
others as having employed bromide of potassium 
with advantage in a certain number of cases for the 


purpose of allaying nervous irritability, and calls 
attention to the fact that Bastian has used with 
advantage a potion containing chloral and bro¬ 
mide. Again, Volner, Texier and Dupr£ claim 
that antipyrin is of very great value, and Simon 
uses this drug as follows: On the first day he gives 
to the patient, after meals, twenty grains of anti¬ 
pyrin in three cachets, on the following days 
decreasing the dose gradually until it amounts to 
but one drachm in twenty-four hours. Under 
these circumstances he claims that the choreic 
movements entirely disappear. A child who had 
suffered from chorea for two years, and in whom 
the usual drugs had failed to produce a cure, was 
cured in nine days by the administration of as 
much as one ounce of antipyrin during that time. 
In sixty observations made by Legroux, he had 
forty-one cures and nineteen failures. Of these 
forty-one successes, the cure was produced in 
from thirteen to twenty-one days. Cheron also 
quotes Eskridge of Colorado as having given 
doses of antipyrin to choreic cases with advantage, 
and Moncorvo and Oulmant have gotten similar 
results. 

For the treatment of the general condition, 
there is little doubt that arsenic is after all the 
best remedy. Where it cannot be tolerated by the 
stomach, Cheron believes it should be administered 
as a hypodermic injection in the form of Fowler’s 
or Pearson’s solution. Of twenty-three cases in 
which these injections were employed by Wieder- 
hofer, in three instances an abscess was formed, 
and in twenty-two children out of the twenty-three 
a cure was obtained in four weeks. Wiederhofer 
recommends the injection of Fowler’s solution and 
distilled water, equal parts. The only difficulty is 
that the injection is very painful. When arsenic 
is administered by the stomach it must be given 
in ascending doses, and gastro-intestinal irritation 
or cutaneous pigmentation may result, in which 
case the drug must be stopped. Should anaemia 
be present, iron is of value. 

In conclusion, Cheron remarks that cold applied 
to the vertebral column by means of ether in an 
atomizer or chloride of methyl spray has seemed 
to do good. Gymnastics are also of value, and in 
some instances if the children are sturdy a cold 
douche may be applied to the spine. 

Therapeutic Gazette . 
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Gentlemen, —You have seen just now in Ward 
No. 1 a patient aged sixteen, whom we saw for the 
first time this day week, and you will remember 
that on that occasion, as soon as we got to the bed, 
I pointed out the position the patient was lying in. 
He was lying on his side, anxiously grasping an 
attenuated thigh, and extremely careful that no 
movement of his knee should occur, and it was 
quite obvious that he had very extensive disease 
of the joint. Then also he was extremely emaciated 
and very miserable-looking,—in fact, he looked 
almost dying. 

The history is extremely interesting. Eighteen 
months ago the patient knocked his left knee 
against a kerbstone. It did not trouble him much 
at the time, but three months later the knee be¬ 
came swollen and very painful; he then went to 
one of the London hospitals and was operated on, 
and the patient says that his knee-joint was scraped. 
Apart from the history, it is evident from the scar 
that the modern operation of erasion of the joint 
was performed, and it was, no doubt, the correct 
treatment to be adopted. He was in hospital for 
nearly four months, and then came out with the 
joint in plaster, and was sent to the country for a 
month. He kept the plaster on for another month, 
and then went back to the hospital to have it 
taken off. A month later the leg began to get bad 
again, but the patient neglected it and did not go to 
the hospital for some time, and when he did they 
kept him in for another eleven weeks, and kept 
his leg in splints. During this time they managed 
to straighten his leg, but he went out and the leg 
Vol. IX. No. 7. 


got bad again. About two months later he went 
to the parish infirmary, and was there only a week, 
when he was told that his leg must come off. He 
then left the infirmary, and was at home for six 
weeks. The leg has been getting much worse since 
July last, and the knee has been getting more and 
more tender. The fact was that the lad would not 
submit to losing his leg, and in the end has drifted 
here. 

I pointed out that it was obvious that the knee- 
joint was full of fluid, presumably pus. There 
were two sinuses discharging pus, one at each end 
of the old incision, which was otherwise practically 
healed; and there was also another sinus lower 
down, from which pus was escaping. I did not at 
the time manipulate the joint, because I would not 
put the patient to unnecessary pain. The only 
thing to do for him was to take the leg off, and 
you will remember that I amputated his thigh last 
Wednesday. 

There is this very important point to be con¬ 
sidered, that we found, on examination of the lad, 
extensive tubercular mischief in both lungs. There 
was a cavity in each lung, and he spat up the 
usual purulent fluid so generally seen in advanced 
phthisical cases. Here, then, was a lad with ad¬ 
vanced phthisis of both lungs, with a diseased 
knee-joint full of pus, and the question arose, 
should I or should I not operate ? It is a very 
important question. In former years these 
patients were allowed to die miserably with the 
limb still on ; but latterly we have found that by 
removing the source of irritation, in this case the 
diseased knee, you not only save the patient much 
pain, but also you every now and then succeed in 
restoring the health. The patient gets stronger, 
the tubercular mischief subsides, and these cases 
do sometimes get well. This patient was an ex¬ 
treme case; it was not simply a case of dulness 
under the clavicles, but the tubercular material 
had already broken down into a vomica, and it is 
therefore a very unfavourable case. The only 
chance for the patient was to remove his limb, and 
that I did last week. Prior to the operation his 
temperature was exceedingly high, averaging 102*5° 
Digitized by VjOO^lC 
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for the two days before the operation. After the 
operation the temperature began to fall a little, 
and on Friday the temperature was still lower. 
Unfortunately, however, it has now gone up again. 
I take it that this is not the result of the amputa¬ 
tion, which is doing very well, but is due to the 
extensive nature of the disease, which, of course, 
is not. yet quiescent, if it ever becomes so. 

This patient, before the operation, was really in 
a state of hectic. The word is very largely used 
by people who do not know what it exactly means ; 
it means a continual fever, a febrile condition 
with exacerbations, and these exacerbations usually 
take place in the evening between five and six. 
You will find that a patient with hectic fever 
becomes restless, his temperature goes up, his 
face becomes reddened, and, in particular, he gets 
that characteristic circular red patch on the cheeks, 
so often seen in patients suffering from hectic 
fever or phthisical disease. Some time from 
before midnight to the early morning he breaks 
out into a profuse perspiration, and then drops off 
to sleep, and wakes up in the morning somewhat 
better. That condition is exceedingly weakening, 
and it is worse of course if it is aggravated, as it so 
often is, by diarrhoea; and in cases of this kind 
you notice very great emaciation, and also that 
the patient will pass high-coloured urine, which is 
somewhat scanty in quantity. 

The pathology of hectic fever has been a matter 
of considerable dispute. Hectic fever does not 
occur until the discharge of pus from the surface; 
the mere fact of having a large chronic abscess, 
such as occurs in joint disease or disease of the 
vertebrae does not produce hectic fever; but the 
moment you open that abscess, or allow it to 
burst, then there is a drain on the system, and 
you are liable to have hectic fever occurring. It 
has not been recognised until comparatively lately 
that it is in all probability a state of blood- 
poisoning—really a chronic septicaemia; and the 
great point is to get rid of any septic element, 
and so improve the patient’s condition. Let the 
theory be what it may, the practice is undoubted. 
The first thing is to get rid of the cause, and 
therefore it is that you amputate a diseased joint 
in such a case as this. But unfortunately in this 
patient the joint is not the only source of irrita¬ 
tion, the lungs are affected as well, and they are 
an additional centre of mischief. But still I 


think I am justified in having amputated this 
patient’s thigh. 

Can you do anything more for these patients ? 
Well, you have of course to get rid of the cause, 
and you should also feed your patient up well. I 
have ordered him quinine, and I think quinine is 
good for every condition of septic mischief. I 
have ordered him 2 grs. of quinine three times a 
day ; he has also been ordered some brandy, and 
when he is tired of that he is to have beer or 
wine, and if he can manage it I wish him to take 
also cod-liver oil. That will improve his condi¬ 
tion ; and for his sweating I have ordered that he 
shall be sponged with hot water and vinegar at 
night. Physicians in these cases use belladonna, 
atropine, or oxide of zinc, and mineral acids. I 
have more faith in the mineral acids than in the 
oxide of zinc, and I generally combine the quinine 
with the mineral acid. I use the old-fashioned 
vinegar and hot water sponging in cases of sweat¬ 
ing, and then have the patient well dried; and you 
will find that after it he will generally drop off to 
sleep. The patient must not sleep in linen. I 
know myself concerning that fact, because twelve 
years ago I had a very serious illness and nearly 
died, and I sweated very profusely, and suffered 
from the misery of waking up in the morning with 
my night-shirt dripping wet. It is a point of 
importance that patients under these conditions 
should wear flannel, and it is a thing to bear in 
mind in all cases where night sweats occur. 

Now a word as regards the precautions which 
we took in amputating this boy’s thigh. In the 
first place I informed our anaesthetist, Dr. Dudley 
Buxton, that the patient was suffering from ad¬ 
vanced phthisis, and he decided not to give him 
gas and ether, because the ether might irritate the 
lungs somewhat, and he therefore preferred to give 
him chloroform. That is a practical point which 
is worth remembering. Before putting the lad 
under chloroform I had 2 ounces of brandy and 
2 ounces of hot water thrown into the rectum, to 
help the heart to resist the shock of the operation. 
It is a method introduced some years ago by an 
American surgeon, and I have used it extensively ; 
and further, when the patient got a little faint to¬ 
wards the end of the operation, we again 
injected hot brandy and water into his rectum. I 
was also anxious that the patient should lose as 
little blood as possible, and therefore we used 
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Esmarch’s band round the foot and leg, stopping 
below the diseased knee ; and then we put another 
band above the knee, carrying it up to the groin, 
and there we put a few extra turns to act as a 
tourniquet. I amputated by an anterior and 
posterior flap, and I was particularly careful to cut 
the bone as near to the joint as possible, my ob¬ 
ject being not to open the medullary canal. If 
you do that in any amputation you necessarily 
add somewhat to the risk of the patient. I there¬ 
fore cut the bone as low as I could, and having 
gone through the cancellous structure at the lower 
end of the femur we secured the vessels, tied the 
popliteal artery and vein, and I do not think that 
on the whole there was an ounce of blood lost. 
We washed out the wound with carbolic and 
dressed it with an ordinary cyanide dressing, and 
it was dressed first on the Friday and again to-day. 
In a case of this kind it is important to provide 
thorough drainage, and you will remember that at 
the time of the operation I put a fair-sized drain¬ 
age tube right across, with a safety pin at each end 
to secure it. At the first dressing we cut off half 
of that drainage-tube, and inserted it on the outer 
side, and next time we shall leave off the tube al¬ 
together. So far as the operation goes nothing 
can be more satisfactory, and if the patient had 
not advanced phthisis I should say that without 
doubt he would recover. 

To go back to what was the condition when the 
patient went into the other hospital. He was 
doubtless suffering from what is called white swell¬ 
ing, or tubercular disease of the synovial membrane 
of the knee. I did not of course see the case 
then, but I should probably have done the same 
as the surgeon did at that hospital; he made an 
incision below the knee, turned up the patella, 
clipped away the diseased membrane, and scraped 
any of the cartilage which was diseased. The boy 
says himself that his joint was scraped,—that means 
that there was tubercular ulceration at one or more 
points in the knee-joint, which were doubtless 
scraped and treated with iodoform. Iodoform has 
a remarkable effect on the tubercle bacillus, which 
is the essential part of tubercular disease, and the 
great thing is to get rid of all the diseased tissue 
by applying the iodoform, so as to get a fresh start 
for the patient. 

In the early stage of tubercular disease of the 
synovial membrane blisters, or better, the applica¬ 


tion of the Paquelin cautery, so as to produce free 
counter-irritation, is of great service, and may be 
followed by careful strapping and immobilisation of 
the joint. A method which promises well is the 
employment of an iodoform emulsion, the anti- 
tubercular effect of which is well ascertained. A 
drachm of a i c per cent, solution of iodoform in 
glycerine, with twice the quantity of w r ater, is 
injected with a hypodermic syringe into the 
thickened synovial membrane at half a dozen 
places, and is repeated at intervals of a couple of 
weeks, the knee being fixed on a splint. Careful 
massage may also be employed to remove the 
thickening of the tissues and to restore movement 
to the joint. 

Let me remind you of a woman who comes here 
now and then, and whose knee-joint was operated 
on by the same method, and you will remember 
that she first came here with fluid in the knee- 
joint, and possibly this lad had fluid first in his 
joint. The woman was 23 years of age, and had 
fluid in the joint, which I aspirated and apparently 
cured ; but after three months she came back with 
advanced tubercular disease of the synovial mem¬ 
brane of the knee-joint, and I did the modern 
operation of erasion, which has a great advantage 
over the older operation of excision, inasmuch as 
you do not remove any more of the bone than is 
necessary, and therefore you get no shortening of 
the limb. This woman got steadily well, and 
now she has a good stiff knee, and walks about 
perfectly well, and we see her from time to 
time. 

P.S.—-The boy, the subject of this lecture, died 
three weeks after the amputation from progressive 
disease of the lungs and exhaustion. The stump 
did not heal, but the flaps retracted and the end 
of the bone became exposed. 


Treatment of Acne.— Bardach concludes that 
the increase in the solids of the blood causes an 
irritation of the sebaceous glands. A quick cure 
is effected in .these cases by* increasing ^diuresis. 
For local trpatruent he suggesfs a "containing 
about. 1 \ • pe? .cent, of iodate* Ipfornate of 
sodium'.— 'Ikrmat*Ztsckr. 
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A CLINICAL LECTURE 


ON 

COMMON INNOCENT TUMOURS 
OF THE BREAST. 


Delivered at St. George’s Hospital, October 13, 1896, 

By A. MARMADUKE SHEILD, 

M.B., B.C., F.R.C.S., 

Assistant Surgeon to the Hospital. 


Gentlemen, —In the‘British Medical Journal’ for 
June of this year, you will find a series of clinical 
lectures by myself, on the principal diagnostic 
points in connection with scirrhous disease of the 
breast. I refer to them because they may be very 
advantageously read in connection with the lectures 
I shall deliver, during the next few weeks, on the 
diagnosis and treatment of some of the more 
important varieties of innocent tumours of the 
mammary gland. 

Tumours of the breast, composed of fat, bone, 
cartilage, or vascular tissue, are very uncommon. 
I have notes of such cases, but you will not be 
likely to meet with them. I may remark in pass¬ 
ing, that bony formations are usually calcareous 
degenerations of tumours of another nature, and 
cartilage is usually mixed with sarcoma. 

The group of tumours to which I wish to direct 
your special attention to-day, is an exceedingly com¬ 
mon and important one. I may first say a few words 
concerning the nomenclature applied to this class 
of tumours. I will call them the fibro-glandular 
group. The tumours in this category are com¬ 
posed of gland and fibrous tissues in various 
proportions, and therefore a number of names have 
been, perhaps needlessly, used to designate the 
different forms. Thus, such terms as chronic 
mammary tumour, fibroma of the breast, adenoma 
of the breast, fibro-adenoma of the breast, are all 
familiar to you, but they may all be included in the 
group which I have just mentioned. At one 
extreme of the class you may put the pure 
adenomatous tumour, consisting of nothing but 
gland fikftile, :agtd .at the .qther, # the hard firm 
tumour, which .'iS’.epAipoJeil /of*jj6tfimg tout true 
fibroid/tissue.; ; R^tjjreen # these* two *coihe the 
bulk.of the.casfefe.. # 3 /t$ay feW’-jou*thAtfpure*glan- 
dular tumours of the breast*, /. V. "those• whichare 


made up of nothing but gland tissue, are rare, and 
so are those which we place at the other extreme, 
the structure of which consists of fibrous tissue 
alone. The composite growths between these two 
extremes are very common; full 90 per cent, of 
these tumours will be found to consist of a mixture 
of fibrous and glandular tissue in various propor¬ 
tions. Apropos of pure adenoma, Gross, whose 
experience has been unusually wide, found no less 
than 18 examples ; but a better idea of their rarity 
in ordinary practice may be gathered from the 
fact that during the last thirty years there have 
only been two cases in this hospital, in which the 
tumour was found to consist of absolutely nothing 
but glandular tissue. During the same period, the 
records of this hospital have only dealt with three 
examples of pure fibroma—that is to say, of 
tumours containing nothing but pure fibrous tissue. 

The following case will serve as an example of 
pure fibroma of the breast:—A married woman, 
aet. 42, was admitted into this Hospital on July’9th, 
1882. In her right breast was found an irregular, 
large, lobulated tumour, very movable, hard and 
heavy, which had existed many years. There was 
no puckering of the skin, and the nipple was not 
retracted. The glands in the axilla were not en¬ 
larged. On section, this tumour appeared like 
scirrhus, but under the microscope it was found to 
be pure fibrous tissue, arranged in concentric 
whorls, but containing no glandular elements what¬ 
ever. While on this subject, I may mention that 
fibro-adenomata are found in animals as well as 
man. I have seen examples in a bitch and in a 
cow. In vol. xl of the ‘Pathological Society’s 
Transactions,’ there are recorded cases of this 
tumour in the mammary glands of cows and of an 
old rat. These tumours are also, perhaps, the 
most common formations in the male breast, a 
point which should be carefully borne in mind. 

I may next draw your attention to certain points 
regarding the clinical history of fibro-adenomata, 
which among other features will show their striking 
innocency. In the first place, the tumours are 
found, nearly always, in young women, the majority 
of the subjects being under thirty years of age, 
while many are under twenty. The youngest in¬ 
stances I know of in literature of these fibro adenoma 
of the breast are as follows :—Two cases are 
quoted by Patterson in the ‘ Journal of Anatomy,’ 
1891, the girls being aged 12 and 13 respectively. 
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Hopkins quotes in the ‘ Boston Journal * for March 
26th, 1885, a 0356 a ged n, and in this instance a 
similar tumour had actually been removed from the 
opposite breast of the same girl at the age of 7. A 
case is related where the late Mr. Cooper Foster 
removed a tumour of this nature from a child aged 
only ten months, and this is the youngest case with 
which I am acquainted. Gross found 12 cases of his 
pure adenomata to occur before the fortieth year 
of life, 6 after 40. Out of 84 cases, Bryant found 
most of them before the fortieth year, only 16 of 
the patients being beyond that age. 

I have personally collected a series of 35 cases, 
and 28 of these occurred before the fortieth year. 

I may also say that I have collected 61 cases 
from University College Hospital Reports, extend¬ 
ing from 1877 to 1890: 45 of these occurred 
before the fortieth year, 16 after. 

These figures will enable you to conclude that 
the group of tumours which we are considering 
occurs at the exact opposite period of life to 
carcinoma, and that the majority are found in 
young women and unmarried girls. 

It may be added that, clinically speaking, it is 
quite impossible to distinguish between pure 
fibroma, pure adenoma, and the mixed varieties of 
tumour of which we are to-day speaking. After 
laborious search with the microscope you may 
be able to say this is a pure adenoma, a fibroma, 
or a mixed tumour—fibro-adenoma ; but it is quite 
impossible to do this from external manifestations 
and observations. 

We will next deal with the causation of these 
tumours. In speaking of this, we are met with the 
consideration so frequently coming before us in 
connection with the causation of tumours 
generally,—that although many reasons are given 
why they should grow by learned people, we are 
still really ignorant a* to why a given tumour has 
formed. However, the following are the causes 
usually given. A large number of these patients 
attribute their trouble to a blow upon the breast. 
When you consider how very frequently women 
get blows or slight injuries upon the breast, you 
will be able to appreciate how very vague such a 
history may be. Then* again, in some books you 
find it stated that these tumours are found in girls 
who have disordered menstruation, and the 
growths are supposed to be in some way related to 
disturbance of this function. The tumours are 


very often painful at the menstrual periods, indi¬ 
cating some irritation of the sexual organs; but 
real evidence is very vague as to this being a 
factor in their production. I think a far more 
possible cause of the formation of these fibro- 
glandular tumours in the breast, is that of Cohn- 
heim especially advanced by Mr. Roger Williams, 
who has referred them to “ sequestrations.” This 
theory, a well-known one, is to the effect that 
such tumours take their origin from embryonic 
sequestrations of breast tissue which take on a 
late development. In the same way it has been 
supposed that cartilaginous tumours of the parotid 
originated from fragments of embryonic tissue being 
left in that gland. I only give you the explana¬ 
tion for what it is worth. It is a subject I feel 
far from certain about myself. 

While on the question of aetiology, I wish to 
make it as clear as I can to you that a certain 
number of these tumours originate by papillary 
growths within cysts; i. e. a cyst forms, and a 
growth fills it up, thus forming an adenomatous 
tumour. I have an example of this on the table 
for your inspection. At my next lecture I will 
show you a drawing which exhibits numerous cysts 
of the breast in the process of formation, and the 
adenomatous growths in some places almost filling 
them up. 

Next I must speak of the locality in which 
these growths occur. They may form in any part 
of the breast, but are, I think, commonly met with 
on the marginal aspects. You will find these 
little round movable tumours growing on the 
sternal aspect of the breast, or towards the lowe’’ 
part of the mamma, or near the axilla. This cir¬ 
cumstance has led to the supposition that a large 
number of these fibro-glandular tumours are 
formed in what are called “ accessory mammae.” 
Those who are acquainted with the anatomy of the 
skin will know that in the axillae and in the 


neighbourhood of the breasts there are mixed 
sweat and sebaceous glands, which sometimes 
secrete milk, and may be looked upon as breasts 
in miniature* It is supposed that marginal fibro- 
adenomatous tumours of the breast frequently 
originate in these glands, quite apart from the 
breast. Mr. Williams estimated that out of fifty 
cases of fibro-adenomata of the mammary region, 
seven to fourteen per cent, originated in these 


accessory mammae, 
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how far the cusps of the breast itself extend. The I 
mamma is not a round structure, but straggling 
prolongations of mammary substance extend a 
long way into the tissues round it. I have myself 
seen such tracts of tissue pass over the axillary 
sheath. Almost all these little islands of breast- 
substance are connected with the mamma by a 
string of mammary substance, and the tumours in 
them are really developed in outlying lobules of 
breast tissue. As an instance of this, I will read 
you the following case. 

A single girl, aet 21, was admitted into this 
hospital in July, 1878. She had a small, hard, 
movable tumour, of the size of a hazel-nut, at the 
upper margin of the right breast, but free from it. 
The notes stated that it was not connected with 
the mammary substance. At the operation per¬ 
formed by Mr. Pollock a slender stalk of mammary 1 


I Fibro-glandular tumours are often multiple; 
i. e. more than one occurs in the same breast. 
They are often, also, found in both breasts. This 
is an extremely important point from the clinical 
aspect, because in this way many so-called recur¬ 
rences of these tumours are explained. The fact 
is that fibro-adenomata practically never recur, but 
other tumours may form in the same breast and 
simulate recurrence. I hand you a drawing which 
well illustrates multiple fibro-adenomata of the 
breast. It shows how these tumours are encap- 
suled, and that they are often connected with 
the breast substance by a kind of stalk. The 
fact that these tumours may be multiple should 
make you cautious in prognosis. At the very 
time of operation, you may be assuring the 
patient that she is “ cured,” when really tumours 
1 you cannot feel may be then actually in process of 



tissue was found connecting the little tumour with j 
the breast. Such, I believe, is the true explana- j 
tion of many tumours which are said to originate j 
in accessory glands. There are, however, un- 
doubted instances of these tumours really origi- ; 
nating in accessory mammae, and the following 
may be taken as an example. 

A single woman, aet. 24, was admitted into this 
hospital in October, 1879, with a solitary, hard, 
movable tumour, just above the margin of the left 
breast. It was attributed to a blow. The tumour I 
was of four years’ duration, and was removed by Mr. | 
Holmes, who found that it was quite unconnected 
with the breast. Another case is quoted by 
Cameron, in the ‘Journal of Physiology,’ vol. xiii. 
In this the tumour was of the size of a cricket-ball, 
situated in the axilla, and quite free from the 
breast. 


formation, too small for you to detect, but none 
the less certain to become presently manifest. 

We will next touch upon the naked-eye appear¬ 
ance and the minute anatomy of these tumours. 
The appearance on section is probably familiar 
to you. The tumours are almost invariably en- 
capsuled, hard or firmish, cutting crisply and 
lobulated on the exterior. Their cut surface is 
white or slightly roseate, and they frequently have 
small cysts in their interior, which when cut across 
are of the size of a pea or smaller. If you look 
at the numerous specimens on the table, you will 
see all the features illustrated. Frequently the cut 
surface is marked by fissures or clefts ; these are 
due to lobes of the tumour, or to compressed 
and irregularly dilated ducts of large size. 

Time will not allow me to enter at length into 
all the microscopical appearances of these tumours. 
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The common form closely resembles breast sub¬ 
stance ; yet note, they are not hypertrophies, not 
inflammations, but true tumour growths. One of 
the specimens consists of pure gland tissue, another 
is mainly fibrous tissue, while another shows glan¬ 
dular tubules scattered here and there throughout 
the growth. Thus originate the terms “ acinous ” 
and “ tubular ” adenomata. Cysts are exceedingly 
•common, from duct obstruction. 

I must next tell you of a few exceptions to the 
general symptoms of these tumours. First, re¬ 
member that, as a rare thing, fibro-adenomatous 
tumours may occur in old women. When this 
happens, they are very fibrous and exceedingly hard, 
so that resemblance to scirrhous cancer is very 
close. Cases are related which show that if these 
growths are left to old age, they may be actually 
invaded by scirrhus. Moreover, these tumours 
do not always remain of small or moderate size, 
of the dimensions of a hazel-nut, hen’s egg, 
or small orange. They have been known to 
grow and progressively increase in the breast 
for a number of years, attaining to a great 
“weight and formidable dimensions. But in these 
days of anaesthetics and improved surgery, and 
the consequent absence of much dread of opera¬ 
tion, patients do not allow such tumours to grow 
to the size they formerly reached. In olden 
days, women used to bear these growths in the 
breast for years and years, until they attained to an 
enormous bulk. And here I want to draw your 
attention to a very important matter, viz. that 
these tumours may increase very markedly under 
the influence of pregnancy and lactation. A fibro- 
adenomatous tumour in the breast of a woman 
may double in size and become alarmingly large 
during gestation, but may afterwards subside to its 
normal dimensions. One of the most remarkable 
cases of this nature I know of in literature, was re¬ 
ported by Dr. Ashwell, and is referred to by Bryant. 
The tumour was of adenomatous type, and had 
increased so much during each pregnancy, that 
at one time it was estimated to weigh 20 lbs. 
When removed by Stanley, in 1843,only weighed 
7 lbs. 

The next point about these fibro-adenomata is 
their proneness to undergo cystic change. The 
cysts may attain to a very great size, quite over¬ 
shadowing the original tumour. Such cases were 
called fibro-cystic disease of the breast, and there 


are many examples of the affection to be found 
in the records of every large hospital. Almost all 
fibro-adenomatous tumours which reach a great size 
contain one or more cysts, and these may hold 
pints of fluid—clear, straw-coloured, glairy, or 
coloured in various ways from altered blood. The 
following is a case in point. 

A single woman, aet. 45, was admitted into St. 
George’s Hospital in May, 1886. On the upper 
part of the right breast was a movable tumour, as 
large as an orange. The skin was free, and the 
nipple not retracted, neither were the axillary 
glands implicated. The tumour, which had 
existed for a long time, was removed, and Professor 
Delepine examined it. He reported that it was a 
cystic fibro-adenoma, with atrophy of epithelial 
elements, and that it was of innocent nature. 
“The cysts are formed at the expense of 
the ducts or secretory channels, and retention of 
the fluid distends the vessels.” The cysts in these 
tumours generally contain a glairy, colloid, or 
mucoid fluid, and they may, very rarely, consist of 
milk. This may be explained by extravasation 
occasionally taking place into the cysts in lactating 
women. 

To show to what enormous size “ fibro-cystic 
tumours ” will attain, I may tell you that in ‘ St. 
Bartholomew’s Hospital Reports’ (vol.x), tumours 
weighing respectively 5 lbs. and 18 lbs. are 
recorded. Bryant, in ‘ Guy’s Hospital Reports,’ 
describes one of 8 lbs., and the size of a small 
soup plate. The patient was 73 years of age, and 
the tumour had been in her breast fifty years. You 
may always take it that such large tumours have 
existed for many years. Gross and Astley Cooper 
report cases which grew to the size of a foetal head, 
and one of these weighed 29 lbs. In the preface 
of Velpeau’s book is mentioned an instance in 
which the tumour had existed for a number of 
years, and weighed no less than 40 lbs. There 
are many other recorded examples. 

The following case shows how a fibro-adeno¬ 
matous tumour in the breast of an adult may 
simulate carcinoma. 

A widow, aet. 42, was admitted into this hos¬ 
pital in July, 1884. She had a tumour deep in 
the left breast, the size of a Tangerine orange. 
There was no reliable history obtainable in the 
case. The glands, nipple, and skin were all 
normal. An exploratory incision was made, and 
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the tumour was found so hard as to be almost patient, bearing one of these growths, to marry, the 
gritty, and the breast was accordingly removed. * tumour will become congested and cause consider- 
Microscopical examination showed it to be a hard able annoyance. It is therefore very important to 
fibro-adenoma with a stalk, the tumour being ad- bear this fact in mind. I know that this is the 
herent to its capsule from inflammation. In old I reverse of what was formerly taught, but I am 
women these tumours are sometimes actually cal- I speaking from actual experience of what I have 
cified. Gross says that as many as 6 per cent, are personally noted and witnessed, 
thus changed. This estimate seems too high. There j I wish, in conclusion, to say a few words about 
has not been an instance in this hospital of thecal- | the diagnosis, treatment, and prognosis of these 
cification of adenoma for thirty years. It is worthy 
of remark that fibro-adenomata are sometimes 
calcified, when they happen to be associated with 
scirrhus; that is to say, where adenoma and 
scirrhus have grown in the same breast. Several lated, very mobile—slipping about in the breast 
instances of this nature are reported. very readily,—commonly tender and painful, espe- 

The next exceptional circumstance I want to dally at the menstrual periods, and under the 
point out to you is, that it has been stated influence of sexual excitement. The two chief 
that these tumours spontaneously disappear, and | factors in the diagnosis are the youth of the 
among those who held such an opinion is a patient and the mobility of the tumour. Then 
great authority, Sir James Paget. Personally, there are the negative symptoms. The skin is 
I am in great doubt whether any true tumour never puckered, the axillary glands are not en- 
growth ever disappears spontaneously ; and the | larged, the nipple is not drawn and puckered 
recorded instances of this really mean that the towards the growth. 

tumours have been confounded with cysts or in- As to treatment, when these tumours are found, 
flammatory indurations, which do sometimes it is always wise to remove them, because they are 

entirely disappear. The following case has some sources of trouble and anxiety to the patient, and 
bearing on this matter. there is the possibility, as I have pointed out, of 

A lady's-maid, aet. 23, was received into this their growing to an enormous size, or in late life 
hospital in 1882. Six months before admission being invaded by scirrhous cancer, 
she noticed a lump in the left breast, which was In the vast majority of cases, the tumours are 
freely movable and non-adherent to the skin, removed very simply. If you cut on to the 
Belladonna was applied, and iron was administered tumour substance and through the. capsule, the 
internally, and by August it was noticed that the growth will readily shoot out of its bed. But this 
tumour had almost gone. On August 24th the is not always the case; the tumour may have a 
pain had entirely disappeared, and the neuralgia stalk, or be adherent from inflammation, and I 
had subsided. Now this may have been an in- advise you very strongly never to attempt removal 
stance of an inflamed cyst, or a patch of in- of these growths under the influence of nitrous oxi<Je 
duration of an inflammatory nature, and I expect gas. You may not be able to finish before the 
that this is the probable explanation of many patient becomes conscious, and I need hardly 
such cases. j describe the distress and confusion which may 

In exceptional instances, these tumours may | then ensue. Therefore, always give a general 
become inflamed, from excessive handling, or the j anaesthetic, in sufficient quantity to enable you to 
being painted with irritants, as iodine. I know of remove the tumour deliberately and carefully; and 
one remarkable instance, related by Mr. Campbell ' check the bleeding, and unite the wound with 
de Morgan in the * Pathological Society's Transac¬ 
tions,' of gouty inflammation attacking a fibro- 
adenomatous tumour of the breast. The history 
of this case seems perfectly clear. These tumours 
are certainly very apt to become extremely painful 
and troublesome after marriage. If you allow a 
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elaborate care. I must also impress upon you the 
small, but very important point in the perform¬ 
ance of the operation, of always dividing the 
capsule* I have seen even able surgeons omit to 
do this, and thus commit themselves to a trouble- 
j some operation of perhaps half an hour instead of 


growths. 

The diagnosis you will have almost gathered from 
what I have already said. Fibro glandular tumours 
occur in young women, are encapsuled, firm, lobu- 
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a comparatively simple one occupying a few 
minutes. 

The removal of these little tumours is often 
looked upon as a “minor” operation. You know 
how I dislike this term, and how I am always 
telling you that " minor ” operations, unless per¬ 
formed with all the forethought and elaborate 
care which should belong to all the proceedings 
of surgery, are very apt to lead you into “ major ” 
troubles and complications! This is especially 
true of these little tumours. 

The difficulty of operation is enhanced when 
there happens to be a pedicle connecting the 
tumour with the mammary substance, for then 
more elaborate dissection is required. In removing 
fibro-adenomatous tumours, the strictest aseptic pre¬ 
cautions should be observed; wounds deep in the 
mammary substance very often do badly. You 
tell the patient that the operation is an exceedingly 
simple one; but if the deep wound becomes septic, 
you may get troublesome diffuse mammary sup¬ 
puration, necessitating drainage, and inevitable 
unsightly scars. I have seen these unfortunate 
sequelae several times. Thoroughly and most care¬ 
fully purify the skin of the breast by the most 
approved methods, and let your instruments be 
boiled and your fingers scrupulously clean. 
Beware of sponges, unless you have yourself seen 
them purified. Remember also, that you must 
check all the haemorrhage from the lowest depths 
of the wound. A cavity may easily be left deep 
in the substance of the breast, and if you stitch up 
the wound superficially before stopping the bleed¬ 
ing, the space will fill up with blood-clot, and 
secondary haemorrhage or suppuration only too 
readily occur. Having stopped the bleeding, by 
ligature, pressure forceps, and hot flushing, the 
wound may be united. I pass sutures of fishing- 
gut through the lowest depths of it, and unite the 
skin with horse-hair. Finally, insert a horse-hair 
drain, and keep this inserted for twenty-four hours 
to two days, and put on a dressing, with equable 
bandaging and pressure. Sound and speedy 
healing is thus ensured. If there be many 
tumours in the one breast, as is often the case, 
you must try and remove them all through one 
incision. First remove the largest of the tumours, 
then squeeze the others forcibly towards the large 
opening and cut down to them through it. In 
this way I have removed several of these tumours 


at one operation, through the same wound. All 
incisions should radiate from the nipple. 

There is another plan of removal, which is very 
excellent in suitable cases. It is known by the 
name of its inventor, Gaillard Thomas. So far as 
my experience goes, this operation can only be 
done with advantage when the tumours are in a 
certain position. If an adenomatous tumour be 
developed not very far from the lower margin of 
the breast, the breast and fascia may be dissected 
up and the tumour cut down upon and removed 
from behind. The breast is then replaced, and 
the wound drained and united. It heals with a 
fine scar, which is hidden by the pendulous breast 
in the furrow between the mamma and thorax. I 
have performed the operation in 3 cases. In two 
of them it was very satisfactory, but in the third, 
owing to the tumour being situated high up in the 
breast, and very deep, there was great trouble 
from haemorrhage, and the case did not do well. 
Therefore you will have to select your cases care¬ 
fully for this proceeding. / 

One of the questions you will at once have to 
answer with regard to these cases is this : “ Will 
the tumour ever come back ? ” You may say with 
confidence that a fibro-adenomatous tumour, if it be 
a hard, mobile growth in a young woman, will 
never come back, but you cannot guarantee that 
others may not form in the breast. 

A point which I cannot impress too strongly upon 
you is, that it is extremely difficult, in some of the 
more rapidly growing of these tumours, to distinguish 
them from sarcomata. The hard, mobile tumour 
in the breast of a young woman, is always inno¬ 
cent. But in practice you will find it very difficult, 
in a certain number of cases, where the tumours 
are softer and of more rapid growth than usual, 
to say whether or not there is some sarcomatous 
structure mixed with the fibro adenomatous tissue. 
So far as I know, there is no way of distinguishing 
between growing embryonic fibrous, and sarcoma¬ 
tous tissue; and if such a tumour were removed 
from the breast of a prominent personage,—an 
empress, for instance—and portions of it were sub¬ 


mitted to different eminent pathologists, you would 
find they would be very cautious in expressing their 
opinions in the public prints. Even with the 
microscope it is by no means easy to be certain 
about the matter. Therefore, where the tumour 
has grown with considerable rapidity, say in nine Of 
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twelve months, and is the size of an orange, and 
softer than an ordinary fibro adenoma, you should 
give a very guarded prognosis, owing to the possi¬ 
bility of the growth having sarcomatous elements 
mixed with it. In a certain number of adeno¬ 
matous tumours, scirrhous cancer has originated 
in the scars left by the removal of the tumours 
long ago, though this is very exceptional. 

Still more rarely scirrhus may invade and grow 
around a fibro-adenoma, if left to grow in adult 
life. A remarkable case of this has been related 
by Mr. Haward, and his experience is not isolated. 
It follows, that the older the patient the more 
cautious you should be in expressing opinions, 
which future events may falsify. 

Such are some of the principal points of .interest 
regarding the common group of innocent tumours 
of the breast, and I beg you to verify for yourselves 
what I have said from observation of the many ex¬ 
cellent specimens in our museum, and from the 
many cases which come to the out-patient depart¬ 
ment or wards. 


A CLINICAL LECTURE 

ON 

DEEP-SEATED THORACIC 
ANEURYSMS, 

)elivered at the Bristol General Hospital on November4th, 
By J. MICHELL CLARKE, M.A., 

M.D.Cantab., F.R.C.P 
Physician and Pathologist to the Hospital. 


The presence in the wards of three cases of 
horacic aneurysm has led me to take the subject 
;f the Diagnosis of Deep-seated Thoracic Aneu¬ 
rysms for discussion this morning. Such cases 
present great variety in their clinical aspect, and 
in some of them the diagnosis presents a difficult 
problem for solution. 

Thoracic aneurysm is most frequent in men, 
especially in men engaged in laborious occupations: 
the sufferers from it have very frequently had 
syphilis. Any of the causes which lead to athero¬ 
matous disease of the aorta, such as alcoholism, 
syphilis, overstrain, and therefore to weakening of 
:he aortic wall at the affected spots, predispose to 
tne formation of an aneurysm. 


The symptoms for which the patient seeks advice 
are generally some or all of the following: 

1. Pain, which is paroxysmal, sharp or lancinating 
in character, often increased or brought on by any 
exertion; or the pain may be deep-seated, gnawing, 
burning, or aching in character, especially when 
the aneurysm is eroding the vertebrae. It is 
generally more or less relieved by rest. The pain 
may radiate down the arms, especially the left arm, 
or up the neck, and attacks of pain like those of 
angina pectoris may be complained of, especially 
in aneurysms springing from the commencement 
of the aorta. 

2. Dyspnoea; either in the form of paroxysmal 
attacks closely resembling asthma, or as constant 
shortness of breath on the least exertion. Dyspnoea 
may be due to pressure on the recurrent laryngeal 
nerves, or on the trachea or large bronchi, and is 
then often accompanied by stridor, unilateral or 
bilateral. 

3. Cough. The cough sometimes comes in 
violent paroxysms, with the characteristics of the 
cough which is caused by the presence of bronchi¬ 
ectases, ending in retching or vomiting, and the 
expectoration of a quantity of watery mucus, or 
of muco-purulent matter, which may be slightly 
foetid. Or general bronchitis may be present. 
Or the cough may be due to pressure on the 
laryngeal nerves, and has then a peculiar brassy or 
ringing character. 

4. Haemoptysis may occur in the form of a 
coughing up of blood-tinged expectoration or of a 
more profuse haemorrhage. This symptom may be 
due to the exposure of the aneurysm in the wall of 
the trachea, and may go on for some time before 
the final rupture. Sometimes haemoptysis is due 
to erosion of the tissue of the lung. Any haemo¬ 
ptysis in aneurysm is a serious symptom because 
we can never precisely know the exact conditions 


present. 

5. Dysphagia. It must always be borne in mind 
that a bougie should not be passed into the 
oesophagus for dysphagia, until it has been ascer¬ 
tained from the analysis of the symptoms and 
physical signs that the cause of the dysphagia is 
not likely to be an aneurysm. Otherwise the result 
of passing the bougie may be the rupture of an 
aneurysmal sac, which where it presses upon the 
oesophagus has often a very thin wall. 

[The physical signs of aneurysm divided into 
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(1) direct (2) indirect or pressure signs were then 
given in detail, and it was pointed out that in the 
diagnosis of aneurysms which lay deep within the 
chest and did not come to the surface, the latter 
signs were those on which the diagnosis had to be 
based; other signs of great importance being the 
presence of a shock or jog during the diastole due 
to the irregular emptying of the aneurysmal sac, 
often best appreciated by the shock given to 
the head during auscultation with a wooden 
stethoscope; “ tracheal tugging ” of value in deep- 
seated aneurysm as being a point of distinction 
from mediastinal tumour; slowing of the pulse at 
the wrist; and the fact pointed out by Osier that 
in cases of large aneurysm, pulsation may be absent 
in the abdominal aorta and arteries of the lower 
extremities.] 

The following cases illustrate some of the most 
important pressure effects of thoracic aneurysms 
and their modes of termination. 

In a remarkable case in the Hospital last week, 
death was due to starvation from pressure of an 
aneurysm upon the oesophagus. This must, how¬ 
ever, be an exceedingly rare event, as in the great 
majority of cases of pressure upon the oesophagus, 
rupture of the aneurysm occurs long before such a 
result can take place. The patient’s age—75 
years—is also noteworthy. He was a cattle dealer 
who, except for a winter cough during the past few 
years, had always enjoyed good health until Christ¬ 
mas, 1895, when he began to suffer from increasing 
weakness and loss of flesh. During the spring 
and summer he also suffered from intense pains of a 
gnawing,aching character in the left infra-mammary 
and hypochondriac regions, passing thence into 
the back, and also from a distressing sense of ful¬ 
ness in the stomach. He grew progressively 
weaker, but only for a month before admission 
suffered from dysphagia together with the regur¬ 
gitation of a nasty slimy fluid into his mouth, 
and from inability to keep down any food; the 
food returning as soon as he had swallowed it. 
He was admitted into the Hospital on October 
18th obviously moribund, in a state of the most 
extreme emaciation, and was apparently dying of 
■starvation. He had great difficulty in swallowing, 
and the attempt to do so was apt to bring on pro¬ 
longed attacks of retching, in which his distress 
was painful to witness and in which he brough 
up a quantity of partly yellowish, chiefly thic 5 


glairy mucous fluid, alkaline in reaction, and 
containing small particles of food. Most of the 
milk he swallowed was regurgitated into the mouth. 
In his weak condition only a cursory examination 
was possible; some rhonchi were heard over the 
lungs generally, some mucous riles over the lower 
lobe of the left lung, and there was deficient 
resonance over the upper part of this lung behind. 
The heart sounds were weak, but there was no 
murmur. The temperature was 97*8°; the pulse, 
almost imperceptible at the wrist, was 7?; the 
respiration rate 36. He was fed by rectal enemata 
of yolk of egg, milk, beef tea and brandy, and 
took a little peptonised milk by the mouth ; but 
he steadily sank, and died on the third day after 
admission. At the autopsy there was a sacculated 
aneurysm about the size of a small orange on the 
right side of the ascending aorta, just above the 
sinus of Valsalva. At the junction of the ascending 
and transverse arches the aorta was normal, and 
from this part the great vessels arose; but just be¬ 
yond this the transverse and the descending arches 
were occupied by a very large aneurysm, the size 
of a child’s head, which extended backwards and 
into the left side of the chest. The bodies of the 
second, third, and fourth dorsal vertebrae were ex¬ 
tensively eroded, and at this position the spinal 
cord was compressed and softened by a mass of 
granulation tissue which had formed within the 
spinal canal over the eroded vertebrae. The spine 
in this region was sharply curved with the concavity 
anteriorly, and in the hollow thus formed the 
aneurysm lay. The oesophagus was compressed 
into a narrow tube the size of a crow-quill opposite 
the eroded vertebrae, and was sharply curved in 
passing round the aneurysm. Above the seat of 
obstruction, and to a less degree below it, it was 
dilated, its walls thickened, and lined with a thick 
coating of tenacious mucus. There was thus 
formed an oesophageal pouch, to which the symptoms 
pointed during life. The left bronchus was com¬ 
pressed, its branches in the lower lobe of the lung 
much dilated and full of muco-pus. The left re¬ 
current laryngeal nerve was also compressed, and 
the laryngeal muscles supplied by it had undergone 
complete atrophy. The right vena azygos vein 
was so dilated as to admit the forefinger. 

Such a termination to a case of aneurysm is 
most unusual freouentlv ir. cases where the 
cesopnagus is pressed upon ov an aneurvsm ruotur 
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into the oesophagus occurs, as in the following 
instance in which the existence of an aneurysm 
was not diagnosed during life. The patient was a 
negro who was taken ill at Newcastle, and stated 
that feeling very bad, he had come back to Bristol, 
his former home, as he wished to die there. He 
did not appear very bad on admission, and was 
apparently suffering from acute bronchitis. How¬ 
ever, he died quite suddenly a few days afterwards 
with signs of internal haemorrhage. At the autopsy 
a small sacculated aneurysm of the descending 
aorta was found which had ruptured into the 
oesophagus; the stomach contained a blood-clot 
which weighed 3 lbs. The left bronchus was also 
pressed upon, its branches were dilated, and there 
were small scattered nodules of broncho-pneu¬ 
monia in the left lung. One effect of aneurysm 
present in each of the above cases, namely, 
pressure upon the left bronchus, is a common con¬ 
sequence of an aneurysm of the transverse arch, or 
of the junction of the transverse with the descend¬ 
ing aorta, and as it may occur when the aneurysm 
is a small sacculated one and from its situation 
deep within the chest cannot give rise to external 
signs, it is very important to recognise the clinical 
signs of such pressure upon the bronchus. These 
are dyspnoea, pain, weakness of breath sounds, with 
unilateral stridor over the left side of the chest, or 
evidence of bronchiectases in the lower lobe of 
the left lung, with their common accompaniment 
of attacks of spasmodic cough, ending in retching 
or vomiting, and the expectoration of a more or 
less foetid muco-purulent sputum, or signs of filling 
of the lower lobe of this lung, as shown by 
diminished resonance and scattered moist rales 
over the corresponding part of the chest. If the 
swallowing of a foreign body into the trachea and 
the existence of a mediastinal tumour can be 
excluded, such signs in the left lung are strongly 
presumptive of aneurysm. In such case hoarse¬ 
ness and brassy cough are often present, and a 
laryngoscopic examination reveals spasm or 
paralysis of the vocal cords caused by pressure 
upon the recurrent laryngeal nerves. Paralysis 
of the muscles of the left vocal cord is most 
commonly found, due to pressure on the left 
recurrent nerve. In obscure cases, there is hardly 
any more important pressure-sign of an aneurysm 
of the transverse aorta than paralysis of the left 
vocal cord; and it is scarcely necessary to say that 


in all suspected cases of aneurysm a laryngoscopie 
examination must be made, because paralysis of 
one vocal cord may be present without giving rise 
to any symptoms. 

For instance, a labourer set. 56 was sent to the 
hospital by a medical man whom he had only 
consulted for the first time on the previous day,, 
complaining of shortness of breath, constant hack¬ 
ing, brassy cough, and pain in the chest. On exa¬ 
mination the only signs of aneurysm present were 
huskiness of voice, paralysis of the left vocal cord* 
slightly deficient resonance and weakness of breath 
sounds, with faint unilateral stridor over the left 
side of the chest. He was advised to stay in the 
hospital, but declined. The same night he was 
taken with profuse haemoptysis and died. At the- 
autopsy a small sacculated aneurysm only the size 
of a walnut was found, which had compressed the 
left bronchus and ruptured into it. This case- 
shows the impprtance of examining the larynx, as 
without the discovery of paralysis of the left 
vocal cord, the diagnosis could not have been 
made, and it illustrates also how slight the symptoms- 
may be up to the fatal termination. 

In the next case there were signs in the left lung 
due to pressure upon its bronchus, but they were- 
erroneously considered to be the consequence of 
an attack of pneumonia, through which the patient 
had recently passed, and an abscess in the lower 
lobe of the lung was suspected. The patient, a 
tnan of 32, who had been rather a free drinker, 
was admitted with signs of general bronchitis, 
following an attack of pneumonia six weeks before. 
The bronchitic signs soon became limited to the 
left lung; and there were in addition signs of 
effusion into the left pleura. A small quantity of 
serous fluid was withdrawn by aspiration without 
affording much relief to the patient. He could 
only lie on the left side, and suffered from frequently 
repeated paroxysms of cough ending in vomiting 
and the bringing up of a large quantity of foetid 
muco-pus. There was fever of hectic type. 
Chloroform was given with the view of a deeper 
exploration of the lung, but he died under the 
anaesthetic, and post mortem a small sacculated 
aneurysm was found pressing upon the left 
bVonchus. The lower lobe of the left lung was 
consolidated, and there was general dilatation of 
the bronchi, “like the fingers of a glove,” which 
were filled with muco-pus. There was no ulceration 
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of their walls, nor any abscess cavities within the 
lung. In this case, the distinct history of recent 
pneumonia in the left lung in a drinker, and of 
good health previously, with the absence of 
evidence of an aneurysm, led to an error in 
diagnosis. 

In other cases of aneurysm of the transverse 
arch, dyspnoea results from pressure upon the 
trachea. Thus a man set. 32, two months before 
admission, whilst lifting a heavy bag of rice, felt 
something give way in his chest, and had since 
then suffered from a brassy cough, paroxysmal 
attacks of dyspnoea, shortness of breath on exertion, 
and a pricking pain in the left side of the chest on 
coughing. There was slight difficulty in swallowing. 

The physical signs were deficient resonance over 
the upper part of the sternum, paralysis of the left 
vocal cord, and stridor, most marked over the left 
side of the chest. He died from haemoptysis, and 
post mortem a small sacculated aneurysm of the 
transverse arch was found to have pressed upon 
the trachea and left bronchus, and to have ruptured 
into it, just above the bifurcation. In such cases 
of urgent dyspnoea in the course of aneurysm, the 
question of the advisability of tracheotomy may 
come up for consideration. With regard to this, 
Dr. Osier remarks (‘Principles and Practice of 
Medicine,’ p. 716) that “If it can be shown by 
laryngoscopic examination that it, 1. e. the dyspnoea, 
is due to bilateral abductor paralysis, the trachea 
may be opened; but this is extremely rare, and in 
nearly every instance the urgent dyspnoea is caused 
by pressure about the bifurcation.” 

We have in our museum a specimen of an 
aneurysm pressing upon the trachea, from a man 
aet. 40, an ironworker at Westbury, in Wiltshire. 
The chief symptom was urgent dyspnoea, and in 
this case again the only physical sign pointing to 
aneurysm was paralysis of the left vocal cord. 
Tracheotomy was finally performed, but naturally 
gave no relief to the dyspnoea. 

Aneurysms of the first part of the ascending 
arch just above the sinuses of Valsalva are very 
often latent until they cause death from rupture 
and haemorrhage, which generally occurs into the 
pericardium. Thus a man of 56 complained of 
deep-seated pain in the chest, of asthmatic 
attacks which had first appeared during the pre¬ 
ceding three months, and of shortness of breath 
and cough. He had suffered from a winter 


cough every winter for the past seven or eight 
years, but not previously from asthma. On exa¬ 
mination of the chest there was marked emphy¬ 
sema of the lungs, the chest was barrel-shaped, 
the heart overlaid by the lungs, and the signs 
of chronic bronchitis were also present. The 
heart’s apex beat could not be detected, and 
the sounds were weak, masked by the overlying 
lung. The larynx was normal. He died quite 
suddenly at night during a paroxysm of dyspnoea, 
and post mortem, in addition to pulmonary em¬ 
physema, a small aneurysm was found at the 
commencement of the aorta which had ruptured 
into the pericardium. In all cases of apparent 
asthma coming on for the first time in middle 
life, the possible existence of a deep-seated 
aneurysm as the cause of the symptoms should 
be borne in mind, and its signs sought for. 
Sometimes aneurysms in this situation press 
upon the pulmonary artery, and may cause 
death by rupture into it 

In one case under my care, a woman aet. 35 was 
admitted for shortness of breath and lancinating 
pains in the left side of the chest, radiating into 
the left arm and fingers. Similar pains had 
occurred three years previously, from which she 
recovered. The pains were paroxysmal in 
character, accompanied by faintness, and resembled 
attacks of angina pectoris. % As mentioned above, 
aneurysms in this situation often give rise to 
anginal attacks. There was some cyanosis and a 
considerable degree of anaemia,—examination of 
the blood giving 2,600,000 red corpuscles to the 
c.m., and haemoglobin 40 per cent The physical 
signs were those of an enormous dilatation of the 
right side of the heart. A pericardial friction 
sound was heard in the third intercostal space 
close to the left border of the sternum, and a 
systolic murmur all over the praecordial region, but 
loudest over the pulmonary area, where the second 
sound was also much accentuated. She died 
quite suddenly whilst sitting up in bed three days 
after admission. Post-mortem a sacculated aneu¬ 
rysm was found springing from the aorta just above 
the sinus of Valsalva, which had pressed upon the 
pulmonary artery, and caused death from rupture 
into the pericardium. 

Aneurysms springing from the convex border of 
the ascending arch above the sinuses of Valsalva, 
often come to the surface of the chest to the right 
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of the sternum, in the second or third intercostal 
spaces, as large pulsating external tumours. The 
superior vena cava is apt to be compressed by 
aneurysms which have this origin, giving rise to 
engorgement of the veins, and consequent oedema 
of the face, head, neck, right arm, and upper part 
of the chest. Sometimes rupture occurs into the 
superior vena cava, forming a varicose aneurysm. 
When this accident occurs, the symptoms have a 
characteristic suddenness of onset. Thus a man 
who had been laid up from bronchitis during the 
winter of 1894-5, and subsequently suffered from 
shortness of breath, but not sufficiently so as to 
incapacitate him from work, whilst at work in 
September, 1895, suddenly found great difficulty 
in breathing; his eyelids swelled, and his face 
became bloated, flushed, and livid in colour, as did 
also his ears. He had no pain. He died after 
being in the hospital a month, and post mortem 
an aneurysm of the ascending arch communicating 
with the superior vena cava was found. (The case 
is fully reported in the ‘ Lancet,* 1896, vol. i, p. 155.) 

The foregoing cases illustrate the gravity of the 
prognosis in thoracic aneurysm, and some of the many 
accidents to which the sufferers from this disease 
are liable. Some patients, however, live for some 
years, and in a few cure of the aneurysm takes 
place under appropriate treatment, by the deposi¬ 
tion of layers of laminated fibrin which fill up the 
cavity; this is accompanied by shrinking in size of 
the aneurysm, and the sac may be thus almost 
completely obliterated. The most favourable 
cases are those of sacculated aneurysm, with a 
small aperture of communication with the aorta; 
and such a satisfactory result is most likely to be 
attained when the patient comes under treatment 
early. 

A few words may be said as to the treatment of 
these deep-seated aneurysms within the chestv 
The most essential points in treatment are rest, and 
restriction of the amount of fluid taken. At the 
same time the diet should be light and easy of di¬ 
gestion, the amount taken at each meal being 
small. It is difficult to get hospital patients, at 
any rate, to remain on the extremely rigid TufnelPs 
diet. The amount of fluid taken in the twenty- 
four hours can be gradually reduced to a pint, and 
most patients whilst at rest can do with this 
quantity without discomfort. Rest is to be, as far 
as possible absolute, in the recumbent posture. 


To do any good it must generally be carried out 
for at least three to four months; at the end of this 
time it may be still further continued, or if there is 
decided improvement in the symptoms, the patient 
is allowed to sit up in bed, and then gradually to 
get up and move about. Iodide of potassium a£ 
recommended by Dr. George Balfour is the most 
valuable medicine, although its exact mode of ac¬ 
tion is uncertain. It is administered every eight 
hours at first in a dose of gr. vii to gr. viii, and 
gradually increased so long as there is no accelera¬ 
tion of the pulse until gr. xv to gr. xx or gr. xxv are 
given at each dose. In two cases of aneurysm of 
the transverse aorta a cure took place under this 
treatment; in the first, the man has been able with 
care to get about and to take light work as a time¬ 
keeper ; in the second, the patient died in the 
Hospital a year later of cancer of the rectum, and 
the aneurysm, a small sacculated one of the trans¬ 
verse arch, which I now show you, has its cavity 
completely obliterated by firm clot. 
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Deformities: a Treatise on Orthopcedic Surgery , 
intended for Practitioners and Advanced 
Students. By A. H. Tubby, M.S. 
Lond., F.R.C.S. Eng. (London: Mac¬ 
millan & Co., 1896.) Price 17s. 

This beautifully printed and excellently illus¬ 
trated volume will be appreciated not only for its 
practical importance, but also for its literary ex¬ 
cellence. The work bears evidence that the 
writing of it must have been a labour of love to 
its author, and it is easy to see that no effort has 
been spared and no labour avoided, with the 
result gratifying alike to the author and the reader, 
that the recent advances in the treatment of 
deformities are now set forth in a clear and lucid 
manner. Much of this work is the personal ex. 
perience of Mr. Tubby, who has had exceptional 
opportunities of devoting attention to his subject 
in the course of his professional labours at the 
National Orthopaedic Hospital, the Evelina 
Hospital for Sick Children, and in the Ortho¬ 
paedic Department of the Westminster Hospital. 
An extensive personal knowledge of the ortho- 
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paedic clinics at home and abroad has ensured an 
exactness in detail only to be obtained by personal 
verification. Mr. Tubby has succeeded in pro¬ 
ducing a book which, we confidently anticipate, 
will be the work of reference on the subject of 
deformities, and we heartily congratulate him on 
its appearance. The book is divided into five 
sections. Section I deals with the deformities of 
the spine; and here, for want of space, we can 
only refer, in passing, to the particular attention 
paid to the question of treatment. Section II 
deals with the deformities of the neck, chest, and 
upper extremities. Under this section much 
useful help will be found by the general prac¬ 
titioner in connection with such deformities as 
torticollis, web-fingers, Dupuytren’s contraction, 
snap-finger, etc. ; and in regard to the treatment 
of Dupuytren’s contraction we notice that Mr. 
Tubby recommends Adams’s subcutaneous opera¬ 
tion. Section III treats of rhachitis and the 
subsequent deformities. Section IV is on the 
deformities of the lower extremities, and in this 
portion of his work the author contends that genu 
valgum in adults is caused by prolonged con¬ 
tinuance in the “attitude of rest.” This con¬ 
tinuance results in the atrophy, more or less, of 
the outer condyle, and in the straining of the 
internal lateral ligament, the weight being thrown 
on the external condyle of the femur. To the 
subject of club-foot Mr. Tubby devotes much 
attention, and to the lucidity of his style must be 
ascribed the fact that in about 160 pages the 
whole matter is exhaustively dealt with. The 
necessity for patience, and especially patience in 
the after treatment, is well brought out. The 
manual treatment, aided by mechanical devices 
and instruments, is very closely and fully explained. 
The book ends with Section V, on ankylosis, 
congenital displacements, and deformities resulting 
from cerebral and spinal paralyses. In conclusion, 
we can only say that the more this book is known 
the more it will be valued. 


THERAPEUTICAL NOTES, &c. 

Serum-Therapy of Syphilis.— The first at¬ 
tempts to cure syphilis by injections of animal 
serum were made by Kollmann in 1890. With 


the knowledge that immunity against certain 
diseases can be obtained by injecting the bicod 
of some refractory animal into the organism of 
the patient, he injected into his patients serum 
which he had taken from immunized sheep, dogs, 
rabbits, and calves. As these experiments were 
barren of good results, Kollmann did not publish 
them. However, in 1892 he was urged to publish 
them, as Tommasoli had obtained brilliant results 
by using lamb’s serum in six cases of primary 
syphilis. Tommasoli injected two to eight c.c. 
of the serum into the backs of his patients daily, 
and it only required ten days to cause a dis¬ 
appearance of all syphilitic lesions together with 
the rash ; he had never achieved such success by 
the use of any mercurial method, inclusive of 
subcutaneous injections. 

Mazza, another author, obtained no better results 
from serum-therapy than did Kollmann in his first 
trials. Both authors place little confidence in* 
lamb’s serum. Tommasoli praises calves’ serum 
more than lamb’s. Hericourt and Richet report 
an amelioration in two severe cases of syphilis 
from the use of dog’s serum. 

In August, 1892, Cotterell quickly cured two 
fresh cases of syphilis by using serum ; Fornier and 
Foulard, of the St. Louis Hospital, also made 
investigations upon the serum-therapy. Kollmann 
renewed his efforts in this direction, and in Nurn- 
berg, in 1893, announced his results before a 
meeting of scientists. He had employed sheep’s 
serum in eighteen cases of syphilis, ten of whom, 
were patients who had never before received 
treatment, giving over ninety c.c. without a single 
cure. 


Notwithstanding these poor results, it was hoped, 
and still is hoped, that syphilis can be cured by 
serum-therapy. Pellizari was the next to obtain 
favourable results, and his efforts were supported 
by Mazza. Cotterel followed in June, 1895, giving 
reference to Mott’s praiseworthy work in which 
eighteen cases of syphilis were helped; Mott 
recommended the trial of this therapy by the 
army medical corps, as there was better opportunity 
for watching the after results among soldiers than 
either in private practice or in hospital practice. 
Recently the author noticed a short article in 
journals to the effect that Neumann had tried 
syphilitic serum for three weeks in Vienna without 


success. Dr. Lewin experimented in his clinic,. 
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last year, with serum obtained from horses; this 
kind of serum had not been used before this time, 
and its results were eagerly watched. This serum 
was tried upon twelve patients. A full report of 
these cases is subjoined. 

i. The first two patients were each given five 
c.c. of the serum with no alteration in the severity 
of the disease. The second patient became affected 
with urticaria on the fifth day of treatment; this 
lasted seventeen days. His cure followed on 
the employment of mercuric chloride. Two other 
patients were treated with the serum: one con¬ 
tracted an iritis; the other, a woman of eighteen 
years, was affected with an adenitis and a sclerosis 
of the upper lip, which was treated with mercurial 
ointment. After the appearance of these complica¬ 
tions it was deemed inexpedient to further continue 
the treatment upon these patients. 

5. The fifth patient, aged twenty-three years, 
who had never been treated for syphilis before, 
received injections of five c.c. each for secondary 
syphilis. There was a slight rise in the temperature, 
and the appearance of erythema around the point 
of injection, followed by an urticaria which lasted 
for six days. A photograph of this patient shows 
no difference in the appearance of the rash. 
Calomel benefited this patient, but injections of 
sublimate speedily brought the lesions back. 

6. This patient was a servant girl of nineteen 
years, never before treated for her complaint, 
presenting eruption and adenitis; she was given 
injections of ten c.c., but the appearance of urticaria 
with fever forced a discontinuance of the treatment 
in this manner. 

7. The patient, aged sixteen, had lesions of the 
tonsils and adenitis; was given injections of five c.c 
every other day. Following the third injection 
appeared inflammations and swelling of the axillary 
glands. No amelioration of the syphilitic lesions. 

8. Urticaria on the fourth injection (five c.c.) 
prevented this treatment on the eighth patient, a 
woman of twenty-two years. 

9. This patient laboured under the same com¬ 
plications as the eighth. 

10. In the case of this patient, a man of good 
constitution, five injections were sufficient to cause 
an exanthema, a rise in temperature, and urticaria ; 
sublimate caused a disappearance of the exanthema 
in five days. Then treatment was stopped for a 
time until other serum had been procured, as the 


serum which had been in use had always caused 
an urticaria. However, when we had obtained 
another kind of serum, the use of it was immediately 
followed by urticaria. 

11. This patient was a woman of twenty years, 
who had never been treated specifically. She had 
lesions and oedema of the labia majora, severe 
adenitis, and roseola. The oedema, which was very 
severe, was treated with subnitrate of bismuth 
powder. The subjective signs of the disease dis¬ 
appeared, but a short time thereafter an erythema 
appeared upon both breasts. 

12. This patient, a woman of twenty-five years, 
had roseola, with a noticeable amelioration of the 
syphilitic ulcers ; the roseola on the body became 
pustular, and the adenitis did not improve. Ex¬ 
anthema appeared on this patient as promptly as 
on the other eleven. 

From these cases it can be seen that the use of 
the serum from the horse gave very little satisfac¬ 
tion. The urine of these patients contained neither 
albumen, sugar, nor bilirubin. 

The Medical Fortnightly . 


Experimental Thyroidectomy. —The 4 Cbl. f. 
Chir.’ contains a contribution to our knowledge of 
the effects of extirpation of the thyroid gland,'with 
some curious facts collected by Lanz in his ex¬ 
tensive investigations. He finds that removal of 
the thyroid gland and the absence of its secretions 
can be fully made up to the organism by trans¬ 
planting other glands, and even by subcutaneous 
injections or internal administration of the extracts, 
but it is necessary to commence the treatment the 
very day of the extirpation (dogs). A hen whose 
thyroid gland had been removed, only laid one 
egg, one-tenth of the usual weight, during the four 
months after the operation; while, on the other 
hand, a normal hen fed with thyroid extracts laid 
three times as many eggs during the month as any 
one of the eight control fowls. Lanz also extir¬ 
pated the gland in fishes. Forty-four operations 
on the common shark prove that this gland 
performs a vital function in cold-blooded beings 
also. Death followed in from twelve to forty 
days, after a slow, gradual development of the 
chronic symptoms usually following thyroidectomy. 


Digitized by 


Google 



THE CLINICAL JOURNAL 


WEDNESDAY, DECEMBER 16 , 1896 - 


A CLINICAL LECTURE 

ON 

THREE CASES OF SPINAL 
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By GEORGE VIVIAN POORE, M.D., F.R.C.P., 
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In Two Parts. Part /. 


Gentlemen, —The only place to study clinical 
medicine is in the ward; and those of you who 
wish to make sure of passing your examination 
must recognise that medicine is not to be learnt 
from books alone, or from lectures alone. Cases 
of disease which you have seen and tried to under¬ 
stand will never be entirely eradicated from the 
mind. They constitute the real foundations of 
medical knowledge, and I think it is not too 
much to say that every case which you have really 
studied will help you in greater or less degree to 
understand every other case which you will see in 
the future; and I am quite sure that you will 
assimilate the knowledge conveyed in your text¬ 
books with far greater ease in proportion as your 
experience enables you to conjure up mental 
pictures of actual cases to illustrate the text. 

Nevertheless, books and lectures form a very 
necessary adjunct to clinical observation. In the 
lecture-room we are able to talk with more freedom 
than is always possible in the presence of the patient, 
and I have asked you to meet me to-day in order 
that we may discuss three cases of spinal myelitis 
which have lately been in my wards. I shall 
compare these three cases, and you will find that 
although the pathological process was in each case 
very similar, they differ very widely from each 
other as to course, symptoms, and causes, and I 
trust that the remarks I shall have to make will 
not only throw new light upon the cases which 
Vol. IX. No. 8. 


form the subject of these remarks, but that a 
study of these cases, slightly more methodical 
than is possible in the wards, will enable you 
to understand many of the symptoms which arise 
in other diseases of the spinal cord. 

Case i. Unilateral focal myelitis in the lower 
cervical region implicating the cervical sympathetic 
nente .—J. E—, a painter, set. 32, was admitted to 
the hospital, on the recommendation of Dr. 
Hackney, of Hythe, on October 3rd, 1895, com¬ 
plaining of weakness of the left hand and foot, a 
tingling sensation on the left side of the head, 
palpitation of the heart on exertion, and sleepless¬ 
ness. His trouble began in May with weakness 
of the hand and leg, and he states that there has 
been some recovery of power in the leg, but other¬ 
wise his condition remains in statu quo . He had 
influenza in 1891, and again in the spring of 1895, 
and he has never been well since the first attack. 

He is fairly temperate, and has a healthy com¬ 
plexion. There is no blue line on the gums, and 
there are no facts in his history which point di¬ 
rectly to lead poisoning; no history of syphilis ; 
no pyrexia; urine of normal specific gravity, and 
otherwise healthy. On examination we found— 

1. No paralysis of the face or tongue, but the 
left palpebral fissure narrowed, and the left pupil 
smaller than the right. Both pupils reacted to 
light and accommodation. Sight good; no con¬ 
traction of the field of vision as tested with the 
perimeter; optic discs normal. He complains of 
some headache, principally on the left side. No 
giddiness; no vomiting; no staggering during 
locomotion ; no deafness. 

2. There is distinct wasting of the interossei of 
the left hand, and also of the muscles of the 
thenar and hypothenar eminence, more marked 
in the latter than in the former. The left arm 
and hand are small and flabby as compared with 
the right, but there is no marked wasting of any 
muscles other than those named. The muscles 
of the hypothenar eminence give degenerative re¬ 
actions. The interossei, the muscles of the thenar 
eminence and the extensors, respond feebly to 

both currents as compared with the corresponding 
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muscles on the right side. There is no con¬ 
tracture or rigidity of the left hand or arm. 

3. The left leg is weak, and he drags it very 
slightly in walking. There is no wasting or 
absolute want of power in any of the muscles. 
The knee-jerk is increased on the left side. 

4. Sensation is everywhere normal—touch, pain, 
and temperature. 

5. No circulatory troubles, functional or other¬ 
wise, were detected during his stay in hospital. 

6. No tenderness or deformity of the spinal 
column. 

Here we have a history of a moderately acute 
onset, and objectively we find symptoms referable 
to the left side of the face, the left arm, and the 
left leg; and in seeking to make a diagnosis, and 
localise the lesion which gives rise to the sym¬ 
ptoms, we shall do right to take the brain into 
consideration in the first instance. Now, although 
the onset was moderately acute, it was not sudden, 
as are the majority of cerebral lesions giving rise 
to hemiplegia; and we must note that there is no 
paralysis of the lower part of the face or tongue, as 
is common in hemiplegia. Further, it is evident 
that although the palpebral fissure is narrowed on 
the left side, there is no ptosis, and no evidence 
of paralysis of the third or any other orbital nerve. 
The left pupil is indeed contracted, which might 
be taken as evidence of paralysis of the sympathetic 


the left arm and hand. It is to be noted that 
while the nutrition of the arm is below par, 
due probably to want of use, there are certain 
muscles, such as those of the little finger and the 
interossei, which are definitely wasted; and we 
find that the muscles of the little finger (hypo- 
thenar eminence) give degenerative reactions 
when tested with electricity, and that the interossei 
and other muscles of the hand and forearm respond 
somewhat feebly to both forms of current, but do 
not give degenerative reactions (/. e. response to 
galvanic and no response to faradic current). 

In the absence of any sensory change, or any 
evidence of disease or injury of the ulnar nerve in 
the hand, we are bound to assume that the wasting 
and degeneration of the muscles of the hypothenar 
eminence is due to the destruction of motor cells 
in the anterior cornu of the left side, and we have 
to answer the question, “At what level has this 
destruction taken place ? ” 

The muscles of the hypothenar eminence are 
supplied by the ulnar nerve, and the ulnar nerve 
is derived from the intricate interlacement of nerve- 
fibres called the brachial plexus, and this plexus is 
formed by the last four cervical (5, 6, 7, 8, c.) and 
first dorsal (1 d.) nerve-roots, which have their 
origin in the cervical enlargement of the spinal 
cord. 

A consideration of this plexus led me to say in 


or irritation of the third nerve. 

As there is no implication of any other muscle 
supplied by the third nerve, we are forced to the 
conclusion that paralysis of the left cervical sym¬ 
pathetic is the cause of the contraction of the 
pupil and the narrowing of the palpebral fissure 
in this case. The sympathetic is supposed to give 
tone to certain unstriped muscular fibres in the 
orbit which keep the lids to a certain extent 
retracted, and maintain the due prominence of the 
globe. Certain it is that division of the sym¬ 
pathetic in the neck causes precisely the condition 
of the eye and palpebral fissure which we have here. 
The condition of the palpebral fissure is very like 
what is seen in old cases of facial paralysis, in 
which the paralysis ot the orbicularis muscle is 
followed by contracture with narrowing of the 
palpebral fissure. 

Leaving for a time this condition, which is 
probably caused by paralysis of the sympathetic, 
let us turn our attention to the condition of 


1881 (Bradshaw Lecture on 4 Nervous Affections of 
the Hand ’) that whereas the median and musculo- 
spiral nerves possibly had connections with all the 
nerve-roots forming the brachial plexus, the 
musculo-cutaneous nerve represented not more 
than the three upper nerve-roots (5, 6, 7, c.), and 
the ulnar nerve not more than the two lower nerve- 
roots (8 c. and 1 d.) ; and this speculation has been 
largely justified by the laborious researches of Dr. 
Herringham, who traced out the fibres, and in a 
communication to the Royal Society in 1886 
showed that the musculo-cutaneous nerve was 
derived from the two upper roots and the ulnar 
from the two lower roots, while the median was 
derived from the four lower roots, and the musculo- 
spiral from the four upper roots. Considering that 
the formation of the brachial plexus varies con¬ 
siderably, Dr. Herringham’s research very closely 
confirms my speculation on the matter, a speculation 
founded on considerations with which I need not 


trouble you no 
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alone, the muscles of the hypothenar eminence 
must be supplied by one or other or both of the 
lower two roots of the plexus. 

The experimental investigation of the function 
of the nerve-roots going to form the brachial plexus 
in the monkey, made by Ferrier and Gerald Yeo 
in 1881, showed that the small muscles of the 
monkey’s hand only moved when one or other of 
the two lower roots (8 c. 1 d.) was stimulated, so 
that there is a perfect agreement between the 
anatomical and physiological facts established by 
dissection and experiment. 

We are therefore justified in coming to the con¬ 
clusion that, in the case which we are considering, 
there has been a destruction of the motor cells of 
the left anterior cornu at the level of the eighth 
cervical and first dorsal roots. 

The muscles of the hypothenar eminence alone 
gave definite and undoubted degenerative reactions, 
but it was found that the extensors of the fingers 
and interossei responded very feebly (as compared 
with the muscles on the opposite side) to both 
forms of current, and we are justified in concluding 
that these muscles still received sufficient nerve 
impulses to prevent their complete degeneration; 
and we found that the extensors, receiving their 
supply from the musculo-spiral (having connections 
with the four other roots), responded to electricity 
more readily than the interossei which are supplied 
by the ulnar. 

It very often happens in anterior polio-myelitis 
that a small group of muscles which is completely 
degenerated is surrounded by others which are 
much weakened, but not completely degenerated; 
and it is, I think, evident that the interlacings of 
the brachial plexus not only facilitate the purposive 
co-ordination of physiological acts, but by widely 
scattering the influence of the motor cells in the 
cornu they lead to the semi-preservation of muscles 
which, by means of the plexus, receive their nerve- 
supply from several nerve-roots. 

The next point to which I would direct your 
attention is the weakness of the left leg without 
marked wasting or degeneration of any of the 
muscles, and the exaggeration of the knee-jerk on 
the left side. This points to a descending de¬ 
generation of the left pyramidal tract, and we have 
a right to assume that the process which has 
damaged the motor cells at the level of the eighth 
cervical and first dorsal roots has also blocked the 


pyramidal tract at that point, and has caused it to 
degenerate below. 

Looking to the fact that the onset of the case 
was comparatively sudden, that it followed an 
attack of influenza, and that there has been no 
increase and no great improvement in the sym¬ 
ptoms from the first, we are justified in concluding 
that the trouble is caused by a patch of myelitis 
involving the anterior cornu and pyramidal tract, 
and limited to the left side of the cord on a level 
with the eighth cervical and first dorsal segments 
of the cord. 

Having, by means of the muscular paralysis, 
localised the patch of myelitis, we are now in a 
position to account for the symptoms which we 
have presumed are due to a paralysis of the 
cervical symphatic. The lower cervical region of 
the spinal cord has long been remarkable for the 
fact that injury of it has often been accompanied 
by contraction or dilatation of the pupil, and also 
by symptoms referable to vaso-motor disturbance, 
such as dilatation of the blood-vessels, abnormal 
body temperature, and occasionally priapism. 
The ciliary muscle derives its sympathetic supply 
from the superior cervical ganglion, which, ac¬ 
cording to the researches of Gaskell, receives its 
cerebro spinal filaments from the upper dorsal 
nerves, or, according to other authorities, from 
the seventh cervical to the first dorsal segments, 
this region being spoken of as the cilio-spinal 
centre . 

Our anatomical diagnosis is thus complete, and 
we are in a position to say that the contraction of 
the left pupil and the left palpebral fissure, the 
weakness of the left arm, and the wasting and 
degeneration of the muscles of the hypothenar 
eminence, and also the weakness of the left leg 
and the increased knee-jerk on the left side, are 
all caused by a localised damage (probably 
myelitis) on the left side of the spinal cord at 
the level of the eighth cervical and first dorsal 
segments. 

There are points in the history of this patient 
which make it probable that in the earlier days of 
his illness he presented evidence of vaso-motor 
disturbance, for he tells us that he has suffered 
from palpitations, tingling of the left side of the 
head, tinnitus, and sleeplessness. We have never 
been able to discover any evidence of vaso-motor 
disturbance, and the temperature, which has been 
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normal, was found to be practically equal in both 
ears. The case is one of rarity and great interest, 
and the “ hemiplegic symptoms ” might have led a 
careless observer to place the lesion on the right 
side of the brain. 

The cause of the myelitis is a matter of doubt. 
Such troubles have arisen from lead poisoning 
(and be it remembered that our patient is a 
painter), and they have been observed as a sequel 
of influenza (from which our patient has suffered). 
He improved very slightly, if at all, under treat¬ 
ment, and it was demonstrated that large doses of 
iodide of potassium produced no appreciable 
amelioration of his condition. I believe the 
lesion to be myelitis, and I fear the prospects of 
complete recovery are very slight indeed. 

Case 2. Transverse myelitis in the upper 
dorsal region , caused by a round-celled sarcoma 
originating in the third intervertebral cartilage .— 
The next case which I have to bring to your 
notice is one of very great interest, and is very 
full of instruction for all of us ; and you will note 
that although the patient was suffering from a 
serious and necessarily fatal trouble, his sym¬ 
ptoms were most indefinite, and to a large extent 
subjective. Emile J—, a French commercial 
traveller, set. 36, was admitted on November 
22nd, 1895. He complained of pain in the 
back, weakness of the legs, and some difficulty 
in passing urine. The patient looked ill, pale, and 
thin. The pain in the back was referred to the 
scapular region, not very defined, and unaccom¬ 
panied by any tenderness or prominence of the 
vertebrae. When asked to walk he did so readily, 
but with evident feebleness, and there was nothing 
in his gait which was characteristic of any recog¬ 
nised systemic disease of the spinal cord or brain. 

Sensation of all kinds was perfect, but the legs 
were cold; the knee-jerks were markedly exagge¬ 
rated, and ankle-clonus was readily produced on 
both sides. The skin reflexes, plantar, cremas¬ 
teric, and hypogastric, were not obtained. It is of 
interest to state that Dr. Isaac, of Gower Street, 
who sent the patient to the hospital, stated that 
both by himself and at the Middlesex Hospital 
systematic examination had been made four or 
five weeks previously for evidence of disease of 
the spinal cord or vertebral column, but with 
negative results in both instances. 

The symptoms from which the patient was 


suffering had been coming on for ten or twelve 
months. There was a history of discharge of 
mucus and blood from the naso-pharynx, but an 
examination of these parts revealed no disease. 
He attached considerable importance to a crop 
of boils which had appeared between the buttocks 
and the knees a few weeks before his admission, 
and he said he had got “ much weaker since the 
boils,” which had disappeared before he was 
admitted to our hospital. 

It should be stated that the difficulty of mic¬ 
turition was, on his admission, more subjective 
than objective. There was no dribbling or in¬ 
continence, and no sign of distension of the 
bladder. The urine usually contained phosphates, 
but it was otherwise normal, and was not 
ammoniacal. 

The case was puzzling. The exaggeration of 
the knee-jerks and the presence of ankle-clonus 
caused us to search for localised disease in the 
cord above the lumbar enlargement. The chest 
moved symmetrically, but he experienced difficulty 
in changing from the recumbent to the sitting 
position, and we thought there was want of power 
in the recti abdominales muscles. When he 
coughed he complained of pain (not great), but 
there was a complete absence of any tenderness 
of the vertebral column. 

The power of the arms was good, and there 
were no sensory symptoms referred to the upper 
limbs. The left pectoral muscle appeared smaller 
than the right, and the left side of the face 
appeared to move less freely than the right. 
There was some stiffness of the right shoulder, 
and this we thought probably accounted for the 
comparative smallness of the left pectoral muscle. 
There was no wasting of the dorsal muscles. The 
symptoms of motor disability, whether of the trunk 
or lower limbs, were all slight, and in short there 
was a want of correspondence between the objec¬ 
tive symptoms and the subjective symptom of pain 
between the scapulae. Pain in this situation is often 
due to stomach trouble, but there was no direct 
evidence of disease of the digestive system. It 
was a case to watch, in the hope that new symptoms 
might bring new light. 

The suggestion was made that it might be a case 
of disseminated sclerosis, and a note was made on 
one occasion of slight lateral nystagmus; but this 
latter symptom was not to be obtained on subse- 
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quent occasions, and in the absence of other 
evidence of disseminated sclerosis (such as intention 
tremors and staccato speech) I did not consider 
this view of the case as tenable. 

Again, the patient was a rather emotional 
Frenchman, and possibly made the most of his 
troubles, and we considered whether the case was 
a so-called “pure neurosisbut this view was 
abandoned because there was an absence of sen¬ 
sory symptoms, such as are common in “hysteria,” 
and the patient seemed really ill, and further, he 
had an unsteady temperature, which fluctuated 
between 98*4° and ioo° during the first five days 
of his stay in hospital. On December 2 (ten days 
after admission) the patient suddenly lost all power 
in his legs, and a few days later all sensation had 
disappeared in the legs, and the ankle-clonus and 
the excessive knee-jerks disappeared, so that the 
knee-jerk was only present to a very slight extent on 
the right side. Incontinence of urine supervened. 
The temperature on the 10th of December ran up 
to 104°. For the last few days of his life he was 
troubled with vomiting. He became comatose, 
and died on December nth, nineteen days after 
his admission. 

The phenomena of December 2nd and subse¬ 
quent days made it tolerably certain that we had 
to deal with a transverse myelitis of the dorsal 
region, and the post-mortem examination which 
was made twelve hours after death showed the 
correctness of this diagnosis, and also revealed the 
cause of the trouble. 

The spinal cord was first examined. The 
neural arches were removed, and the dura mater 
beneath looked normal. On slitting up the dura 
mater it was noticed that the vessels on the 
posterior aspect of the cord were somewhat dilated 
below the mid-dorsal region. On removing the 
cord we found that the bodies of the third and 
fourth dorsal vertebrae were freely moveable owing 
to softening of the third intervertebral disc, and 
we found at this level a growth not much 
bigger than an almond, pinkish in colour, pro¬ 
jecting into the spinal canal between the bone 
and the dura mater, and evidently compressing 
the cord at that point. On making sections of 
the cord we found that for about an inch there was 
softening approaching to diffluence where the 
tumour had compressed the cord, but that above 
and below this level the cord was apparently 


healthy. A microscopic examination by Dr. 
Bradford confirmed the macroscopic appearances, 
the softened patch giving evidence of acute 
myelitis, while the cord was elsewhere perfectly 
healthy. 

There was no disease of the brain or of any of 
the thoracic or abdominal viscera, but on inspecting 
the cavity of the thorax we found a growth con¬ 
cealing the bodies of the third and fourth dorsal 
vertebrae, and projecting for about an inch beneath 
the pleura on the left side. This growth was 
examined by Mr. Drew, and pronounced to be a 
round-celled sarcoma. 

The post-mortem examination cleared up the 
case, and showed us why the symptoms were 
so indefinite. We had not to do with a tumour 


of the cord or its membranes, but with a tumour 
originating probably in the third intervertebral 
disc, and involving the bodies of the third and 
fourth vertebrae. It extended forwards and back¬ 
wards, more forwards than backwards. When the 
patient was admitted to the hospital the backward 
extension was beginning to exercise pressure upon 
the cord, and when it ultimately produced mye¬ 
litis we diagnosed the effect, but remained 
ignorant of the cause until the post-mortem 
examination made the course of the patient's 
troubles quite clear. 

I think I may say that our failure to diagnose 
the exact cause of the myelitis in this case was 
quite excusable. He had been examined both 
before admission and subsequently for disease of 
the vertebrae, but with a negative result, and it is 
certainly remarkable that a tumour which, before 
death, had loosened the connection between the 
third and fourth vertebrae, should not have pro¬ 
duced tenderness of the vertebral spines or 
deformity of the back. The tumour, by its 
growth, kept the bodies of the vertebrae in their 
normal relative position, and had not, as in caries, 
allowed the bodies of the vertebrae to soften and 
become merged in each other so as to produce an¬ 
gular curvature. Neither had it projected forward 
sufficiently to interfere with the function of the 
thoracic organs. Neither had it pressed upon 
the nerve-roots so as to give rise to neuralgia and 
definite referred pains at a distance from the seat 
of disease. 

It is probable that the growth was definitely 


the cause of some 
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which the patient suffered, such as the weakness 
of the rectus abdominis and the relative smallness 
of the left pectoralis major. The intercostals, 
levatores costarum, obliquus externus, and rectus 
abdominis receive nervous supply from the third, 
fourth, and fifth dorsal roots, but the nervous 
supply of the pectoralis major is not, according to 
Professor Thane, in any degree derived from any 
root lower than the first dorsal. Every muscle, 
for its satisfactory working, is largely dependent 
upon the muscles which maintain the fixity of the 
parts to which, at one or the other end, it is 
attached; and it may well be that a growth, such 
as was present in this case, by loosening the 
spinal column in a slight degree, and by inter¬ 
fering with the fibres of some of the muscles 
nearest to it, might cause much more muscular 
incapacity than might be inferred by a mere 
reference to anatomy. 

There is one point in connection with this case 
which demands attention. It is this. It will be 
noticed that when first admitted the patient 
manifested increased knee-jerks and ankle-clonus, 
or an exaggeration of the deep reflexes; but some 
days before death these deep reflexes had almost 
entirely disappeared, their disappearance being 
probably coincident with the completion of the 
destruction by softening of the entire thickness of 
the spinal cord on a level with the third inter¬ 
vertebral cartilage. 

This fact is in accordance with the observations 
of Dr. Bastian, who has combated the opinion 
which has been generally held hitherto, and has 
asserted that so soon as a limited transverse lesion 
in the dorsal or higher regions of the cord be¬ 
comes total the so-called “ deep reflexes,” which 
previously were exaggerated, become depressed 
and abolished. 

This condition of the deep reflexes is generally 
explained by saying that the exaggeration is due 
to an increase of muscular tonus caused by the 
cutting off of cerebral control. The reflex move¬ 
ments in the frog are, as is well known, demon¬ 
strated far more easily when the animal has been 
pithed, or the brain removed. In man, the mus¬ 
cular movements which are excited by (a) direct 
cerebral or {b) reflex (peripheral) stimulation seem 
to bear, as it were, an inverse ratio to each other. 
The greater the former, the less the latter, and vice 
vend. In sclerosis of the pyramidal tracts follow¬ 


ing a cerebral lesion, or a lesion high up in the 
cord, the movements in response to cerebral stimu¬ 
lation are lessened or lost, and the reflex move¬ 
ments are exaggerated. In posterior sclerosis 
reflex movements are lost, but the direct move¬ 
ments are sudden, violent, and impulsive. When 
lateral sclerosis follows as a copsequence of a 
limited lesion which blocks the pyramidal tracts, 
the reflex movements may, in the very early hours 
of the trouble, be entirely lost, which we account 
for by using the term “ shock.” This is seen in 
cases of sudden haemorrhage or embolism affecting 
the motor tracts of the brain. After this the 
reflex movements reappear, and reach their full 
development in a week or ten days, when the de¬ 
generation of the pyramidal tracts is complete. 
The motor cells in the anterior cornu are the 
points towards which the cerebral stimuli and the 
peripheral stimuli converge, and when either one 
or the other set of stimuli is in abeyance those 
which remain produce an exaggerated effect. We 
must, I think, assume that after the cerebral in¬ 
fluence has been cut off, and before the degenera¬ 
tion of the pyramidal tracts is complete, stimuli 
from other points than the brain may travel down 
the pyramidal tracts, and produce an effect upon 
the motor cells ; but after the degeneration is com¬ 
plete the motor cells can only be stimulated by 
peripheral stimuli at their own level, and this 
stimulation produces an exaggerated effect. 

It has been suggested that the increase of the 
reflex effects is due not only to the cutting off of 
the cerebral control, but to the non-antagonized 
influence of the cerebellum. The experiments of 
Risien Russell, and others conclusively show 
that a removal of one-half of the cerebellum pro¬ 
duces an exaggeration of reflex action on the same 
side, and these and similar experiments lend 
no support to the theory of cerebellar action 
as the cause of the exaggeration of the deep 
reflexes. 

In the lower animals a clean and complete 
division of the spinal cord does not abolish the 
deep reflexes, which, on the contrary, are exag¬ 
gerated. It is well known, also, that slow com¬ 
pression of the cord, as in vertebral caries, leads to 
an exaggeration of the deep reflexes. On the 
other hand, in cases of fracture of the vertebrae 
it commonly happens that the deep reflexes are 

abolished, as has been r #|raonstrated by the care- 
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fill clinical observations of Mr. Thorburn, of 
Manchester, and others. 

It is possible that the sudden occlusion of the 
spinal arteries, either by fracture of the vertebrae 
or the effect of acute inflammation, may so cut 
off the blood supply from the central parts of 
the spinal cord below, as to prevent the mani¬ 
festation of reflex action, and it is possible that 
this effect may be more easily produced in man, 
in whom the spinal cord runs vertically, than in 
other animals which carry the spinal cord hori¬ 
zontally. The spinal arteries (one anterior and 
two posterior) are derived from the vertebrals, 
and the pressure of blood in them must be con¬ 
siderable. These arteries are, it is true, plenti¬ 
fully reinforced by other arterial twigs, and it is 
probable that the loss of the blood supply by the 
arteries running vertically downwards would be 
soon compensated by those which reach the cord 
along the nerve roots, travelling horizontally or, 
in the lower parts of the cord, nearly vertically 
upwards. I think it is not possible, especially in 
man, to neglect the cutting off of a portion of 
the blood supply as a factor in the production 
of abolition of the reflexes in cases of fracture 
or sudden occlusion of the arteries by inflam¬ 
mation. 

This interesting point, to which Dr. Bastian has 
called attention, stands in need of further elucida¬ 
tion. 

(To be continued .) 


A CLINICAL LECTURE 

ON 

CYSTS OF THE BREAST, 

Delivered at St. George’s Hospital, October 20th, 1896. 
BY 

A. MARMADUKE SHEILD, M.B., F.R.C.S., 
Assistant Surgeon to the Hospital. 


Gentlemen, —Last week we considered the subject 
of that common group of breast tumours—the fibro- 
adenomata. I told you that some innocent growths, 
as fatty, osteoid, and cartilaginous tumours, which 
are fairly common in other parts of the body, are 
almost unknown in the mammary gland. My 


object is to bring before your notice things that 
are important in practice, rather than matters 
which are rare. We will this afternoon consider 
the subject of cystic formations in the mammary 
gland, which often give rise to great alarm in the 
minds of patients, and to great difficulties of 
diagnosis so far as surgeons are concerned. You 
have to distinguish carefully between cysts which 
form in the substance of pre-existing tumours, and 
those which occur independently of them. A 
large number of cysts of the breast are really 
cystic degenerations of pre-existing tumours. 
Thus you may get cystic fibro-adenomata, of 
which I have some good specimens on the table, 
and to which I drew your attention at our last 
meeting; or you may meet with cystic degenera¬ 
tions of cancers and sarcomata, which attain to 
a large size and contain altered blood and glairy 
mucoid fluids. Cystic degenerations of tumours 
must be kept quite distinct from the cases I am 
going to mention to-day. The distinction is of 
very great clinical importance, because for cysts 
which form from the degeneration of tumours 
the treatment is not that applicable to cysts, but 
to the tumour in which they form. If you find 
that a cyst has formed in a tumour, you have to 
abandon consideration of it as a cyst, and re¬ 
member that it is only part of a tumour, to which 
treatment must be directed. 

Simple solitary cysts of the breast are by no 
means very common. Williams, in an analysis of 
2397 mammary tumours, found that only two per 
cent, were simple cysts. Professor Gurlt, of 
Vienna, found five cysts out of 1608 mammary 
tumours. The cases in St. George's Hospital 
show a larger percentage than this of simple cysts 
as compared with other breast tumours, namely, 
about six per cent. A great many cysts of the 
breast are doubtless never found, because they do 
not give much trouble, and the estimates of their 
frequency I have given is probably rather below 
the mark than above it. 

We may next conveniently consider the way in 
which cysts, apart from tumours, form. Now, 
when you consider the structure of the breast, and 
the enormous number of ducts it contains, and 
their complicated arrangement, you will realise that 
they may easily become obstructed, and this is, no 
doubt, the mode of origin of the vast majority of 

simple cysts. This obstruction, may be brought 
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about by the fibrous contraction of chronic 
mastitis, or neighbouring scirrhus, by thickening 
in the walls of the ducts themselves, or by the 
obstruction of the ducts by papillomatous growths. 
I believe this latter condition is far more common 
than is generally believed, a cyst forming behind 
the obstruction so caused. It has been well 
pointed out by Goodhart, that in cases of simple 
cyst of the breast, papillomatous growths may 
join together, and so include secondary cystic 
spaces between them. These secondary spaces 
may again get filled with fresh papillomatous pro¬ 
jections, or may become pouched into the sur¬ 
rounding parts, so that you get secondary forms 
of cysts by the junction and pouching of the 
papillomatous growths which grow into the primary 
cavity. 


museum for many years, where a bristle has been 
passed through the nipple to the cyst behind it. 
Therefore, discharge from the nipple may be 
looked upon as a symptom of this kind of cyst; 
and if the discharge is blood-stained, papillo¬ 
matous growth is probably present. The lining 
membrane of most single cysts is endothelium, 
flat or polyhedral. When papillary projections 
grow the formation receives the name papillo¬ 
matous cyst, of which I here show you a very 
good drawing. You will see that the mamma is 
full of innumerable cysts, and that many of 
the larger ones contain growth. There is an un¬ 
usual specimen on the table, which is one of the 
largest duct papillomatous cysts to be seen in any 
museum in London. It reminds one of the papil¬ 
lomatous cysts of the ovary, and must have con- 



Multiple cysts with intra-cystic papillomatous growths. 


The name evolution cysts is often given to cysts 
of the breast which occur in young women, while 
involution cysts is a name assigned to those which . 
are met with in elderly people. The latter class ! 
are common in the mamma of aged women, but 1 
they are, often, not large enough to be felt, and are ^ 
discovered on section only. These simple cysts | 
may attain to large dimensions, but this is quite j 
an exceptional occurrence. Large cysts, the size j 
of a cocoa nut or more, are usually associated with i 
tumours. The simple cysts we are now consider¬ 
ing are seldom larger than a nut, a pigeon’s egg, or 
a small orange at most. Very often, simple cysts 
of the breast communicate with a large duct which 
occasionally becomes pervious, and then some j 
fluid will exude, or can be squeezed out of the j 
nipple, the cyst collapsing. I show you here a 
remarkable specimen, which has been in our 


tained at least a pint of fluid. The presence of 
intra-cystic growth within simple cysts leads very 
commonly to haemorrhage, and the blood may be 
altered, so that the contents of these cysts may 
vary from simple straw-coloured serum to bloody, 
mucoid, or colloid fluids,—some brownish, others of 
a greenish hue. Cysts may also form in the breast 
by dilatation of the connective-tissue spaces. The 
interior of such cysts is smooth and fibrous, and 
they contain, usually, clear and slightly albuminous 
fluid. I do not think it is possible, on examina¬ 
tion, to make quite sure whether a given cyst has 
been formed by a dilated duct or distension of a 
connective-tissue space. In chronic mastitis you 
frequently find a large number of cysts scattered 
through the breasts, which have their origin both 
in obstruction of ducts, and dilatation of con-* 

nective-tissue spaces. Thi , breast may be quite 
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honeycombed with them, as this specimen illus¬ 
trates. Chronic mastitis is almost invariably asso¬ 
ciated with cysts, and these are so hard as to feel 
exactly like nodules of cancer, for which they are 
often taken. 

I do not propose to make any detailed reference 
to blood-cysts; such a cyst may be caused by 
haemorrhage from intra-cystic growths, from rup¬ 
ture of a vessel in the walls of a cyst, or possibly 
by blows and other injuries, which may cause ex¬ 
travasation of blood into a pre-formed cavity. But 
I have never yet met with a blood-cyst in the 
breast, such as we find in the thyroid gland, where 
bleeding very readily takes place, and may actually 
continue furiously, when the cyst is opened. The 
important point for you to recollect is this, that 
blood in a cyst, or bloody fluid, usually means that 
there exists intra-cystic growth, and that the cyst 
is not absolutely “ simple.” 

The diagnosis of these simple cysts of the 
breast is a matter of the utmost importance. The 
very serious error of removing an entire breast for 
simple cysts is too often committed. The records 
of every hospital, and the experience of every 
surgeon, if he were candid, would afford quite 
sufficient evidence as to the frequency of this dia¬ 
gnostic error. Professor Gross makes the very 
significant statement that deeply-seated small cysts 
which occur at the menopause are in the majority 
of cases only discovered after the removal of the 
organ in the supposition that the disease is carci¬ 
noma ! This is a most important declaration from 
■ a man who had almost unrivalled experience of 
tumours of the breast. The similarity between 
tumours of the breast and tightly distended cysts 
is, indeed, very striking. In the out-patient room 
I have very often had the greatest difficulty in 
making students appreciate that a tightly distended 
hydrocele closely simulates a growth of the testicle. 
It is not easy to get anyone to fully appreciate that 
a tightly distended cyst feels solid. Remember and 
note carefully that a hard, painful lump in a 
woman's breast may be a cyst. Recollect also 
clearly that the point is only to be cleared up by 
exploratory incision. The diagnosis of multiple 
cysts is generally more easy. The tumours vary in 
size between that of a grape or a walnut, and are 
scattered about the breast. In many of such cases 
pressure on the breast will cause fluid to exude 
from the nipple. The mer6 fact of multiple 


tumours being felt in the breast, should raise the 
suspicion of cysts. In multiple cysts, one or more 
are often considerably larger than the rest, and as 
is the case with fibro-adenomata, the surgeon is 
very apt to overlook the smaller ones. No better 
description of cystic disease of the breast was ever 
written than that by Sir Benjamin Brodie, and I 
advise you to read what he has written in his 
works. He speaks of the globular tumours, of the 
exudation from the nipple of fluid, and of the 
similarity to solid growths. 

Although exploration alone can certainly dis¬ 
tinguish a deep-seated cyst, yet there are diagnostic 
points worth mentioning, which you ought to be 
aware of. 

Firstly, the skin over a cyst is often tense 
and congested, and of a slightly bluish tinge. 
The integument never shows such appearances 
as dimpling or the coarse puckering seen in 
cancer. If, however, a cyst has been opened, or 
has spontaneously suppurated and burst, the after 
healing may simulate the adhesive process of 
cancer. The presence of dimpling or puckering 
of the skin over a hard tumour is presumptive 
evidence that the trouble is not a cyst. Regarding 
retraction of the nipple, I advise you to lay little 
stress upon this symptom. It is found in a variety 
of conditions. Careful and firm palpation with 
the pulp of the index finger will detect, as a rule,, 
a sensation of elasticity towards the centre of a 
cyst. This is a very important symptom of the 
disorder. I regard it as the most important of all, and 
it is hardly ever absent, even in cysts with quite thick 
walls. But, as I said at first, there are many cases 
in which it is practically impossible to tell whether 
a tumour is a solid tumour or a cyst of the 
mamma; and you must remember that to clear up 
the matter, recourse must be had to an explora¬ 
tory incision. The suggestion will often arise a9 
to whether you may puncture a cyst with a syringe. 
If no tumour growth can be felt in the cyst, if 
you feel sure that it is simply a cyst and nothing 
else, it is justifiable to tap it, using a scrupulously 
clean syringe with not too fine a needle. You may 
ask me, why not always tap a cyst instead of 
cutting down upon it? My reply is this. By 
mere tapping you cannot tell what the walls of the 
cyst are like, whether there is solid growth or not, 
and you may leave behind a serious disease, which 


ought to be freely removed. 
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draw dear serous fluid, and nothing solid can be 
felt on the cyst collapsing, it is justifiable to use 
injection. But if you withdraw bloody fluid, and 
on collapse of the cyst hardish masses are felt, 
like solid growth, your diagnosis should be com¬ 
pleted by incision, and free removal of the cyst 
will probably be needful. Personally, in the very 
few instances in which I have had recourse to 
simple puncture, I have injected half a drachm 
of equal parts of liquefied carbolic acid and gly¬ 
cerine into the cyst, aDd in all the cases a com¬ 
plete cure was effected, with no mark upon the 
breast. But the great objection is the uncertainty 
we must all feel as to the exact nature of the cyst. 
If there be growth in its walls, the mode of pro¬ 
cedure I have just mentioned will merely aggravate 
the malady. I am against the method myself 
unless it is thoroughly evident that the swelling is 
a simple cyst. Sir Benjamin Brodie used to teach 
that these formations could be made to disappear 
by the application of stimulating embrocations. 
Such measures are harmless, but of doubtful 
utility. I have tried Sir Benjamin’s prescription 
without result. 

When there exists a tendency towards multi¬ 
plication of cysts throughout the breast, I am sure 
removal of the whole gland is the proper course to 
pursue. Any portions of gland left are almost 
certain to again take on cystic change. In some 
cases of multiple cyst, I have removed portions of 
the breast with success ; but I have notes of cases 
where fresh cysts arose, and the more radical 
operation had ultimately to be undertaken. When 
cysts are associated with growths in their walls, 
the cyst should be removed, and the mammary 
tissue round it, and if there is infiltration outside 
the cyst, I should, in an elderly woman, remove 
the whole breast. The microscope alone can tell 
you whether or not carcinomatous change has 
already commenced. I commend these considera¬ 
tions carefully to your notice. The treatment of 
these cases is very difficult, and you should clearly 
make it understood, before cutting down upon 
a doubtful tumour, that the conduct of the case 
as to extent of removal should be left entirely in 
the hands of the surgeon. 

Very different is the practice with regard to 
simple cysts, which have no growth in their walls. 
If not punctured, they may be incised and their 
walls swabbed over with pure carbolic acid. A 


horse-hair drain is inserted, and the wound united, 
or the cavity may be stuffed with a strip of iodo¬ 
form gauze. 

Mr. Bryant recorded at the Medical Society 
of London, in 1895, an interesting series of cysts 
treated in this way, resulting in complete cure. 

The following, then, may be accepted as general 
rules for the treatment of cysts of the breast, 
which, especially when combined with other 
growths, are among the most perplexing disorders 
we have to treat. 

(1) In cystic tumours the whole breast needs 
removal, unless it be a slowly growing cystic fibro¬ 
adenoma, which is encapsuled, and displaces the 
mammary substance. 

(2) In cysts which bear intra-cystic growths, 
the choice lies between dissecting out the cyst and 
removal of the breast. The more the growth 
seems to infiltrate the surrounding breast, the more 
reason is there for removal of the entire gland. 

(3) In simple cysts, without growth, the surgeon’s 
choice lies between puncture and injection, or in¬ 
cision and drainage. 

In the year 1892 I saw a lady, 52 years of age, 
who had, near her right nipple, a small tumour the 
size of a walnut, moveable, bluish in colour, and it 
was obviously a cyst, because it was translucent, 
like a hydrocele. Some drops of clear fluid es¬ 
caped from the nipple. I did not see this case 
again until May, 1896, when, the cyst having be¬ 
come painful and much larger, she again saw me. 
The formation was now exceedingly hard, and one 
gland could be felt in the axilla. On incision the 
cyst contained bloody fluid. In the interior was 
a friable, papillomatous growth, which seemed to 
infiltrate the cyst walls. I therefore removed the 
whole breast and the axillary glands. Examination 
showed that the walls of the cyst were thickened 
by granulation tissue, the papillary growths were 
fibrous, and in the remainder of the breast were 
numerous small cysts filled with fluid. Removal 
of the breast was therefore justified, though the 
affection was innocent. In like manner Mr. 
Haward this year removed the breast of a woman 
set. 32, which was associated with a bloody dis¬ 
charge from the nipple. On section, after removal, 
the growth was found to consist of one cyst the 
size of a walnut, and hundreds of smallet ones were 
scattered through the breast. The larger was filled 

with a remarkable fluids which was the colour of 
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coffee-grounds—in fact, exactly resembling the 
contents of a haematocele. It was a duct cyst, 
combined with intra-cystic growths. The deceptive 
nature of cysts in the breast is well illustrated by 
the following case. 

A widow, aet. 45, was admitted to a London hos¬ 
pital in 1880, with a “tumour” of the left breast. 
A fortnight before admission a swelling had been 
noticed in the left mamma, and removal was ad¬ 
vised, but the disease was believed not to be 
cancerous. There was found on examination a 
hard, indurated, rounded mass as large as a hen’s 
egg; the nipple was not retracted ; there were no 
enlarged glands in the axilla. The whole breast 
was removed, and a cyst the size of a walnut was 
discovered, containing some yellow serous fluid. 
Its walls were thick and hard, the lining membrane 
was smooth and glistening, and the cyst might have 
been dealt with by a simple incision. 

Many of you saw last week, in the out-patient 
department, a case which shows how difficult it 
is to “ practise what you preach! ” I narrowly 
escaped falling into a very serious error. Those 
who were present will have a life-long lesson in 
these cases, which they can never forget. In 
October, 1896 (this month) a married woman 
came and showed us, in her left mamma, about 
three inches from the nipple, a rounded, smooth 
tumour about the size of a small orange. It 
ached sometimes—was slightly tender; the skin, 
nipple, and axillary glands were normal. The 
tumour was very hard, and exceedingly movable, 
slipping about deep in the breast. There was no 
history of nipple discharge. Most of the students 
believed the tumour to be a typical fibro-adenoma. 
I believed that it was a cyst, because of the sense 
of elasticity which it conveyed on firm central 
pressure. On October 15th I made an exploratory 
incision. Some depth of breast tissue had to be 
divided to reach the tumour. I cut into the 
swelling, and found it, to my surprise, solid, hard, 
and quite incorporated with the breast substance 
around. I was obliged to say that the teacher was 
in the wrong ; that the swelling was solid, and as 
it was so incorporated with the breast, I feared it 
was malignant. I was about to close the wound, 
and advise removal of the entire breast It then 
fortunately occurred to me to enter the scalpel into 
the centre of the swelling, when a jet of fluid shot 
forth, and it was a simple cyst after all, but the 


walls were nearly half an inch in thickness! It 
contained sero-pus. The cyst was scraped, and 
swabbed with carbolic acid, and drained. I hear 
it has done well. This case bears its own moral, 
namely, when you explore for cysts, the incision 
must be carried into the middle of the swelling. 
In like manner Professor Verneuil removed from 
a woman, aet. 34, the left breast, as it was sup¬ 
posed to be cancerous. The gland contained several 
cysts, the largest of which was the size of an egg, 
and the smallest as large as a nut. The breast 
might have been saved by an incision, and the 
drainage of the cysts. 

Simple cysts of the breast may suppurate, and 
thereby be virtually converted into abscesses. No 
doubt organisms get through the ducts, or a 
dirty trocar may have been used to puncture. 

A single woman, aet. 33, was admitted in 
November, 1889, suffering from a tumour of the 
left breast, which she said had existed six weeks. 
The history, however, seemed doubtful. She 
always had a painful, retracted nipple. On exa¬ 
mination, one found a large, tender, movable 
swelling in the left breast. The skin was not ad¬ 
herent. At a consultation, exploration was de¬ 
cided upon. Pus was found, and the supposed 
abscess was dissected out. There were then found 
some papillary growths on the supposed abscess- 
wall, which showed that the swelling was a sup¬ 
purating cyst. It had been diagnosed as rapidly- 
growing cancer. The following cases show that 
in multiple cystic disease, the affection may recur 
if any portions of breast tissue are left. 

A married woman, aet. 48, was admitted to 
St. George’s Hospital in March, 1874. A year 
previously Sir P. Hewett had removed the 
breast for a tumour described as fibro-cystic, and 
on her re-admission at the date named there was 
a recurrence the size of a walnut in the skin. 

A married woman, set. 46, was admitted to St. 
George’s Hospital in 1895. Four years before, 
the breast had been removed for a tumour, sup¬ 
posed to be cystic in nature. About nine months 
before her second admission, a “lump” again 
gradually formed, and slowly increased in size. It 
was situated in the outer part of the cicatrix, and 
the skin over it was then bluish in colour. The 
tumour fluctuated distinctly, and it was quite 
moveable in the deeper parts. It was removed by 
Mr. Pick, who allowed me to make a careful 
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examination of the specimen. There was one 
large cyst, and several small ones, but no trace 
of any glandular structure. Here, then, is a case 
where, four years after removal of the breast 
for cystic disease, a fresh formation occurred 
in the scar. A small part of the breast was 
probably left behind at the previous operation, and 
this took on the cystic change. The possibility 
of this happening you may put down as an ad¬ 
ditional argument why breasts should be quite 
removed when full of cysts. 

In very rare cases, carcinoma may invade the 
walls of a simple cyst; I show you a specimen of 
this nature taken from an elderly woman. Some 
striking cases were recorded at a meeting of the 
Pathological Society last year, by Mr. Charters 
Symonds; Mr. Butlin also referred to similar cases, 
as also did Mr. C. A. Morton. There have been 
recognised, in this hospital, three such cases, but 
likely enough others have escaped observation. 
I will only now tell you very briefly the diagnostic 
characters of these rare but important cysts. 
Firstly, they have been found in elderly women— 
women of the cancerous age; the contents have 
been bloody fluid, or fluid which was glairy or 
colloid in nature. On incision, the walls of the 
cyst have invariably been found thickened and 
succulent, very like freshly-sliced melon. The 
interior may be reticulated like an old bursa. 
Microscopically, cancer is found scattered through 
the walls. This disease is, fortunately, exceedingly 
rare, and many of you may go through your pro¬ 
fessional lives without encountering an instance of 
it. But if an elderly woman comes to you with a 
large cyst in the breast, do not be confident that it 
is simple, for in six weeks or two months a can¬ 
cerous growth may begin to sprout and show itself 
in the site of the cyst you have incised or tapped. 

The next important variety of simple cyst is 
galactocele—cysts containing milk. These cysts 
must be distinguished from the local engorgements 
which occur in the breasts of lactating women 
when the function is suddenly stopped. In any 
kind of animal which has the lactating process 
abruptly checked, these enlargements due to en¬ 
gorgement of the ducts will be evident, but they 
are not galactoceles. As one would expect, a 
galactocele may sometimes occur through the 
stretching and rupture of a duct which passes 
over the wall of a pre-existing cyst. But a far 


more common origin is the obstruction of one of 
the larger ducts, occurring during lactation. 
Galactoceles are usually single, and are sometimes 
of considerable size. The majority of galactoceles 
are moderate-sized cysts, and a significant number 
of them take their origin in injuries. About the 
time of lactation, malformation of the nipple is a 
possible cause of galactocele, and so are incisions 
which divide the ducts transversely. The contents 
of galactoceles are very various ; one may contain 
serous fluid, with colostrum corpuscles, another 
may present clear milk, a third may enclose matter 
looking like butter. Gross collected seventeen 
cases, and he found pure milk in seven, matter of 
the nature of cream in two, oil in one, caseous 
matter in five. 

Some ancient galactoceles are calcareous ; some 
may shrink and diminish ; and it must be remem¬ 
bered that swellings of this nature may be found 
many years after the lactating period. I have 
seen a case in which galactocele had existed in 
the breast for twenty years, and it had withered 
up into a hard mass exactly like cancer. In the 
London Hospital Museum there is a specimen 
which contained curdy material surrounded by 
hard structure, and it was excised in mistake for 
scirrhus. 

In the diagnosis of galactocele you will be aided 
by (i) their onset at times of lactation; (2) by 
their enlargement when lactating and suckling ; 
(3) by the probable history of an injury. To the 
touch, the milk cyst forms a smooth, elastic swell¬ 
ing. The skin and nipple are not implicated ; 
the superficial veins are but little enlarged, and 
the swelling has cystic characters. Only an 
exploratory incision can certainly clear up the 


case. 

In the treatment, I advise you very strongly to 
postpone operative measures until the period of 
lactation is over, and the secretion of milk is largely 
checked. In an actively engorged breast, incisions 
have a great tendency to ooze. Milk may flow 
persistently through the wound, and it will be 
difficult to keep the parts aseptic. In cases where 
the contents are semi-serous, or very fluid, it is 
the practice to incise the cyst and dress it from the 
bottom, or better to dissect it out A large cavity 
will then be left in the breast, and this must be 
dealt with in the way I described in my lecture on 


fibro-adenomata, /. e . tp get anything like primary 
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union the cavity must be united at its lowest 
depths and carefully drained. The following may 
be taken as a typical case of gaiactocele. 

A young woman, aet. 18, presented herself, and 
said that two years previously she struck her right 
breast against a chair, and three weeks after this she 
noticed a small lump near the nipple. She was 
married, but did not suckle with that breast be¬ 
cause of the pain caused by the swelling. On 
examination, the left breast was noticed to be 
well developed, with a good nipple, and it secreted 
freely. The right part of the gland was occupied 
by a small swelling. A week later the swelling 
was distinctly larger, but had not tended to point; 
milk was visible as a white spot in a red area. 
The gaiactocele was incised, a horsehair drain in¬ 
serted, and the breast supported by a bandage. 
A thick milky discharge continued to flow, but it 
got thinner, and finally well. 

The following case is instructive. A widow, 
let, 40, was admitted to this hospital in 1888 
with a tumour of the left breast, which had 
existed for at least eighteen years, having 
originated during her active sexual life (she had 
had seven children). The tumour became larger, 
and the case was shown in consultation. It was 
noticed that the swelling was obviously cystic, 
movable, not attended with enlarged glands, 
retracted nipple, or dimpling of the skin. By 
an exploratory incision some thick material was 
brought away, said to resemble “gooseberry fool.” 
Professor Detepine was of opinion that the forma¬ 
tion was an old gaiactocele, or dermoid cyst; as it 
was deep in the breast, I incline to the former 
opinion. Large cysts may also, as a rarity, form 
in connection with tumours containing milk. I 
have notes of cases in which the entire breast has 
been removed for old galactoceles, both in this 
country and abroad. 

The last kind of cyst I will touch on is very 
rare, and I only mention it to make the subject 
complete. I refer to hydatid cyst. The rarity of 
this affection may be judged from the fact that 
not a single case has been admitted into this 
hospital for thirty years; but our museum possesses 
two specimens. I show you the one removed by 
Mr. Keate in 1841. It was asserted to contain 
two pints of fluid, and must have been, therefore, 
very large; but it is now so much shrivelled by 
age that it is difficult to realise it attained to such 


dimensions. The only case I have seen was a 
hydatid, the size of ^n orange, in a young woman. 
The cyst formed in the pectoral muscle, and pro¬ 
truded into the breast. It was not really a breast 
hydatid, and was readily cured by incision. The 
Australian surgeons, Gardner and David Thomas, 
relate comparatively few cases. I have had a com¬ 
munication from Iceland, where hydatids are very 
common, that these formations are but rarely 
present in the breast. Hausmann, of Vienna, has 
collected sixteen cases, and David Thomas, of 
Australia, five. The Guy’s Hospital Museum con¬ 
tains some good specimens. I need only add that 
the affection takes the form of a simple movable 
elastic swelling in the breast. The treatment would 
be incision, and removal of the mother capsule. 

As to dermoid cysts of the breast, I do not 
know that an undoubted instance has ever occurred. 
Most of the cases have seemed to me old galacto¬ 
celes, or sebaceous cysts of the skin, which have 
invaded the mammary tissue beneath by pressure 
absorption. 


DEMONSTRATION OF CASES 


At the Monthly Meeting of the North-West London 
Clinical Society, November 18, 1896. 

Mr. FREDERIC DURHAM in the Chair. 


A Case of Fracture of the Patella. 

The Chairman showed the results of treatment 
of fracture of the patella by splints. The patient 
was a strong young man. Eight months ago he 
was admitted for a recent fracture of the patella. 
There was a considerable amount of separation 
between the fragments, but it was gradually over¬ 
come by the use of strapping and bandaging after 
the application of a back splint. Now the patient 
had perfect use of the limb. The patella appeared 
to be perfectly normal; though doubtless the union 
was fibrous, it was to all intents as good as if it 
had been bone. It was, perhaps, useful to re¬ 
member that good results could be obtained in 
fracture of the patella without operations, such as 
that of subcutaneously surrounding the fragments 
by silver wire. T 
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A Case of Deformities Due to Rheu¬ 
matism. 

Dr. Cagney showed a boy, aet. 17, who ex¬ 
hibited remarkable deformities consequent upon 
acute rheumatism. The deformities in question 
resembled rather the consequences of rheumatoid 
arthritis. They were most marked in the ankles 
and feet, where many joints were partially dislo¬ 
cated, and the bone ends enlarged and misshapen, 
and where an aggravated form of flat-foot was the 
most obtrusive result. There was also a lateral 
curvature of the cervical region of the spine, and 
an overgrowth of bony prominences there. 

There was a history of two attacks of acute 
rheumatism, the first occurring three years ago. 
The endocardium had not escaped, there being 
then present a double mitral murmur and com¬ 
pensatory hypertrophy of the left ventricle. A 
point of interest in the case was the fact that the 
young man’s mother had also suffered from acute 
rheumatism, and had died of ulcerative endocar¬ 
ditis. Dr. Cagney proceeded to comment upon 
the points of affinity, pathological and clinical, be¬ 
tween the arthritic affections dependent upon 
acute rheumatism, and others classed as rheuma¬ 
toid arthritis. The combination of symptoms, 
taken with the fact of apparent heredity noticed in 
this case, he believed to be very suggestive. 

Mr. Collier observed that there was lateral 
curvature limited to the cervical spine—a rare 
condition. 

Mr. Jackson Clarke referred to the benefit 
obtained by giving iodide of potassium internally 
in painful flat-foot of rheumatism. 

A Case of Senile Nervous Degeneration. 

Dr. Cagney showed a man aet. 54, and prema¬ 
turely old. He exhibited him as being then in an 
indeterminate condition, of common occurrence at 
this stage of his malady, the end of which, how¬ 
ever, might be guessed. Such cases did not always 
end in general paralysis, and he thought they were 
useful as an occasion for carefully noting sym¬ 
ptoms and for dispensing with the aid of a nominal 
diagnosis. 

There were here no psychical symptoms what¬ 
ever. The man was well nourished and fairly 
vigorous, approaching in his aspect to the ple¬ 
thoric. As he walked up the room his gait attracted 


notice; he flung his legs forward deliberately, yet 
not violently, and in a manner resembling but not 
quite identical with that of an ataxic. The right 
leg seemed less under control than the left. He 
was the subject of a form of propulsion and of 
festination; and in turning, his movement was 
awkward and his equilibrium precarious. The ex¬ 
pression of the face was changeless, though not 
stupid, the immobility of countenance contrasting 
strangely with the restless movements of the 
eyes, and presenting somewhat the character of a 
mask. The face was also asymmetrical. The 
pupils were small and reacted sluggishly to light, 
and there was nystagmus on lateral deviation. 
The tongue protruded straight, and was not wasted 
or tremulous; neither were the lips, but the man 
was unable to effect the act of whistling. The 
left side of the palate was paralysed. Speech was 
thick and indistinct, and the vocal cords as seen 
by the laryngoscope were tremulous when approxi¬ 
mated for the production of high notes. There 
was no paralysis of any muscles in the trunk or 
limbs, but the thenar eminence of the left hand 
was wasted, and this, with the other symptoms of 
which the patient was aware, was of recent origin. 
The knee-jerks were present and normal, and no 
visceral or sphincter disorder had been noticed. 

So far as the patient knew he had been in good 
health up to four months ago. A month since he 
applied at the North-West London Hospital for 
advice for pains in the larger joints, these pains 
being accompanied by the subjective evidence of 
subacute inflammation; and the condition as 
described here was then already developed. 

A Case of Chorea Major, Rheumatism, 
Endo- and Pericarditis. 

Dr. Knowsley Sibley showed a boy set. 13, 
who was admitted into the Hospital under his care 
on October 15th. He had been ill a fortnight 
and was unable to stand, suffering with very severe 
choreic movements of the whole body, especially 
the muscles of the face and upper extremities. 
The head was thrown back, pupils widely dilated, 
lips were pouting ; there was considerable respira¬ 
tory embarrassment; inspiration was fairly good, 
but there was great difficulty in expiration, several 
feeble attempts preceded a violent expiratory sigh. 
The tongue was protruding from the mouth and 

almost bitten in half,-. The tejnperature was 103°, 
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and pulse 120. There was a faint systolic apex 
murmur, accompanied by a slight pericardial one. 
The next day the pericardial friction had con¬ 
siderably extended, and could be heard all over 
the cardiac region. There was also great difficulty 
in deglutition. The boy complained of some pain 
in the knees; there was no effusion or redness of 
these. By the fifth day the temperature had 
dropped to normal and did not rise again, and 
nearly all the movements except those of the fore¬ 
head had subsided. Now at the end of a month 
the child was, with the exception of the mitral 
regurgitation, well. The treatment had been a 
mixture of salicylate of soda and digitalis every 
six hours, and dry hot-air baths. On November 
3rd he was put on strychnia and iron tonic, 

Mr. S. Templeton showed a boy set. 17 months. 
He was the sixth child, and there was no family 
history of deformity or heritable disease. 

Over the pubes were two penes, each one and a 
quarter inches long, and each organ with a glans 
and hooded prepuce, and both in a condition of 
complete hypospadias. On either side was a large 
fold of skin, each containing a testicle and sper¬ 
matic cord. Urine constantly dribbled away from 
a cleft situated inferiorly, and into which both 
ureters opened; and between this cleft and the 
penes were three nipple-shaped protrusions of 
skin and mucous membrane. 

The symphysis pubis was well formed. The 
rectum tended to prolapse. 

The child was intelligent, and there was no other 
deformity. 

Shown by Mr. Morgan’s kind permission. 

Mr. Mayo Collier showed the following cases: 

Case i.— Strangulated Congenital Csecal 
Hernia; Reduction; Radical Opera¬ 
tion; Recovery. 

The patient, now quite convalescent, was ad¬ 
mitted into the hospital suffering from a strangu¬ 
lated inguinal hernia on the right side. 

On opening the sac the caecum, with the ap¬ 
pendix, ileo-caecal valve, and some inches of the 
small intestine, was discovered, the caecum being 
adherent by its mesentery to the posterior wall of 
the sac, below which was the testis. 

The sac was divided into two, the lower half 
reserved for a tunica vaginalis for the testis, and 
the upper half being separated from its surround¬ 


ings was closed, and tilted back with its contents 
into the abdomen. 

The abdominal opening was closed after 
Bassini’s method by sewing the internal oblique 
and compound tendon to the inner half of Poupart’s 
ligament. The cord being still retained in the upper 
angle of the wound, the external oblique tendon 
was sewn together, leaving the cord outside the 
abdominal muscles. 


Case 2.— Adenomata of the Thyroid causing 
Stenosis of the Trachea. 

This patient, a woman aet. 61, had complained 
of difficulty of breathing for two years. 

Twelve months ago Mr. Collier removed an 
adenoma from the right lobe of the thyroid in the 
region of the isthmus that had caused considerable 
flattening of the trachea and great discomfort. 
Within six months two symmetrical growths ap¬ 
peared in the lower lateral lobes of the thyroid, 
and now, as could easily be seen with the laryngo- 
scope, were compressing laterally the trachea about 
one inch and a half above its bifurcation. 

Mr. Collier deprecated any further surgical 
procedure as almost out of the question. Some 
relief had been afforded by syrup of iodide of 
iron, cod-liver oil, arsenic, and glycerine. 


Case 3.— Case of Double Anterior Nasal 
Obstruction, Deformity of Palate and 
Upper Jaw, Chronic Pharyngeal and 
Laryngeal Catarrh. 


This case presented a well-marked displacement 
of the columnella of the nose, blocking up left 
nostril. 

On the right side there existed an enlarged 
turbinated bone with an anterior hypertrophy. 
This trouble dated from the tenth year. 

The palate was pushed up and much deformed, 
the teeth crowded and irregular, and the whole 
upper jaw arrested in development. 

Mr. Collier declared that this state of things 
was very common, nearly all the deformities of the 
upper jaw and palate being due to the unbalanced 
negative pressure on the nasal cavities. 

Mouth-breathing day and night being a matter 
of necessity, the stream of air passing through the 
mouth to the trachea exhausted that in the nasal 
cavities, and so invited extra pressure from the 
outside. 
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This, although small, acted continuously and 
as powerfully, and pushed up and deformed the 
hard and soft palate. By pressing laterally on the 
upper maxillary bones they were squeezed together, 
the alveolar arches approximated, and the nasal 
cavities almost obliterated. 

Mr. Collier intended operation on the boy 
almost immediately, so as to prevent these con¬ 
sequences. 

Mr. Jackson Clarke showed a girl aet. 9 
years. A week previously the tonsils were both 
swollen, firm, and covered between the follicles by 
a thin brown pellicle. There was no soreness of 
the throat. The cervical glands were swollen and 
hard. The hair was thin, and the patient’s mother 
said that it had been thick until three weeks ago, 
when it began to fall out. At the back part of 
the tongue on each side of the middle line was a 
typical mucous tubercle. Within the vulva and 
around the anus were numerous large mucous 
tubercles. The mother said that four weeks before 
the child was brought to the hospital she had 
noticed on the trunk and extremities an eruption 
of brownish spots. Mr. Clarke said that the 
clinical picture resembled the secondary rather 
than the tertiary stage of syphilis. He had, how¬ 
ever, been unable to find anything like a primary 
sore, nor could he gather any history of one. The 
family history was as follows. 

The mother had been married nineteen years, 
and had borne nine children. The eldest, now 
aged 18, was living and healthy, and had never 
exhibited any sign of syphilis; the second was un¬ 
healthy, and died at the age of 8 months. After 
this followed two “ bad ” miscarriages. The third 
child is delicate, and has spinal caries; the fourth 
and fifth died aged respectively 16 and 8 months, 
of “wasting.” The sixth is a healthy girl; the 
seventh is the patient under consideration,—she 
had been healthy until her present illness; the 
eighth, now aged 4$ years, is delicate, and had 
snuffles ; six months ago he had mucous tubercles 
about the anus; the ninth, aged 1 year and 9 
months had snuffles and sore bottom. The mother 
had not any recollection of symptoms of syphilis 
until the early part of this year. She then had a patchy 
alopecia and an indurated nodule in the middle of 
the tongue, and an ulcer at the side of the tongue. 
The latter had resisted treatment by iodide 
internally and chromic acid lotion locally, whilst the 


other symptoms had yielded to treatment. In con¬ 
clusion, it was observed that although the general 
aspect of the case so much resembled the secon¬ 
dary stage, in the absence of a primary sore it was 
perhaps more likely a recrudescence of inherited 
disease. 

Mr. Mayo Collier remarked that mucous 
tubercles on the tongue were very rare. 


THERAPEUTICAL NOTES. 


Cocaine in Surgery. —1. The use of cocaine 
should not be abandoned because its irrational 
employment has produced deleterious results. 
2. Always make a thorough physical examination 
of the patient before injecting the drug. 3. It 
should not be used in cases showing organic 
diseases of the brain, heart, lungs, or kidneys, or 
in persons of neurotic diathesis. 4. Children bear 
it fully as well as adults. 5. The patient should 
always be placed in a recumbent position prior to 
its employment. 6. Constriction should be used 
whenever possible to limit the action of the drug 
to a desired area. 7. Use a freshly prepared 
solution for each case. 8. Distilled water should 
always be employed, to which phenic, salicylic, or 
boric acid should be added. 9. A two per cent, 
solution has a better effect, and is safer than 
solutions of greater strength, ic. Never inject a 
larger quantity than one and one eighth grains 
when no constriction is used. 11. About the 
head, face, and neck, one third of a grain should 
never be exceeded. 12. When constriction is 
possible, the dose may be as large as two grains. 
13. Every slight physiological effect is not neces¬ 
sarily to be taken as cause for alarm. 14. Cocaine 
does have effect upon inflamed tissues. 15. In 
case alarming symptoms occur, use amyl nitrite, 
strychnine, digitalis, ether, or ammonia. 

Codex Medicus . 

Yomiting of Pregnancy: 

IJr Fid. ext. valerian (U.S. Ph.) Jj. 

Fowler’s sol. arsenic ... rt[x. 

Sodii bicarb. 5j. 

M. Sig.—Teaspoonful every three hours. 

The second dose usually relieves. Small doses 
of the valerian aggravate the nausea, while large 
ones quiet the whole system .—Medical Monthly. 
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Case 3. Transverse myelitis in the lower dorsal 
region occurring in a syphilitic subject .—W. D—, aet. 
38, a stoker, was admitted on August 14th, 1896, 
suffering from paraplegia. He states that about 
the middle of July he experienced some difficulty 
in passing urine, and that this difficulty, with 
some fluctuations, increased, and that he became 
an in-patient in a surgical ward of this hospital, 
where he underwent circumcision on account of 
a swollen prepuce with purulent discharge from 
beneath it. No stricture was discovered, and on 
August 6th he was discharged, “ cured.” 

The onset of his attack was fairly sudden, and 
he names August 7th as the day upon which his 
legs became, as he says, “ shaky,” and a few days 
later he had lost all power in them. On admission, 
both legs were completely paralysed, and the acts 
of defecation and micturition occurred automati¬ 
cally and unconsciously. 

Tactile sensation was almost absent in both 
legs and upwards to a line midway between the 
costal margin and the umbilicus. Painful sensa¬ 
tions and the appreciation of heat and cold were 
also deranged, and there was obvious delay in the 
recognition of tactile impressions. 

There was a big blister on the sole of each foot 
in the arch, and there were blisters behind the 
head of each fibula and above the sacrum, on 
spots where counter-irritants had been applied. 
No counter-irritant had been applied to the soles. 

Vol. IX. No. 9. 


There was a blotchy eruption over both legs, and 
the patient gave an undoubted history of syphilis 
which had been contracted ten months before his 
admission. 

The knee-jerks were increased, but there was 
ho ankle-clonus. The plantar (?) and cremasteric 
reflexes were absent. The abdominal and epigas¬ 
tric reflexes were present. 

The urine (which was passed involuntarily) was 
ammoniacal, and contained pus. There was no 
marked wasting of the muscles, and none of them 
gave degenerative reactions. 

Since his admission he has very much improved. 
The sensory symptoms were, as is usual, the first 
to pass off. Tactile sensation was the earliest to 
recover, and the other sensory derangements 
followed. Next he got some control over his 
rectum, so that incontinence of faeces is no longer 
present, and finally, he has a considerable return 
of motor power in the legs. 

The knee-jerks are still exaggerated, and there 
is well-marked ankle-clonus. 

The sores upon the soles of the feet are healing 
well, and showing no tendency to extend either in 
breadth or depth. The other blebs mentioned 
healed readily, and, thanks to excellent nursing, 
there have been no “ bedsores.” 

There is less incontinence of urine, but the 
urine is no longer ammoniacal, and the pus has 
almost disappeared. 

In considering this case we have to decide (a) 
the situation and (b) the nature of the lesion. 
As regards the situation, the facts which guide us 
are: (1) The complete paralysis of the legs, 
showing that the anterior crural as well as the 
lumbo-sacral cord were implicated, which would 
place the lesion as high as the first or second 
lumbar segments; (2) the disappearance of the 
cremasteric reflex and the persistence of the abdo¬ 
minal reflex, which makes it highly probable that the 
lesion was situated at the level of the junction of 
the roots of the twelfth dorsal and first lumbar 
nerves with the cord, and about the level of the 
tenth and eleventh dorsal spines. 

As regards the nature of the lesion, the points 
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which lead to a diagnosis are:—(1) The sudden 
onset. There had been some premonitory diffi¬ 
culty of micturition, which is common in these 
cases; but when the paraplegia declared itself 
it did so suddenly, so that the patient has no 
hesitation in fixing the date. This is very 
characteristic of myelitis. (2) The patient was 
undoubtedly syphilitic, and the concurrence of 
syphilis and myelitis is sufficiently common to 
make it probable that there is some relation 
between them. The absence of marked pain in 
the back, or of neuralgic symptoms referable to the 
terminations of the sensory nerves which run into 
the cord at the level of the injury, make it unlikely 
that we have to do with gumma or pachymeningitis. 
The attack was too sudden for such an explanation. 
Syphilis, however, is a great cause of arterial 
disease, and it seems highly probable that an 
endarteritis of some of the vessels at this level, 
leading to their obstruction and consequent faulty 
nutrition of the cord, may have contributed to the 
catastrophe. The spinal cord, you will remember, 
is nourished by one anterior and two posterior 
spinal arteries, derived from the vertebrals and 
running nearly the whole length of the cord, and 
these three arteries are supplemented by others 
which reach the cord through the intervertebral 
foramina in its entire length, and travel along the 
nerve roots to reinforce the three long arteries 
derived from the vertebrals. 

The sensory symptoms in this case (especially 
the thermic symptoms and analgesia), combined 
with the trophic lesions, of which I shall have 
more to say presently, point to the fact that the parts 
around the central canal are implicated. These 
parts are supplied by the anterior spinal artery, and 
it seems very probable that a blocking of the anterior 
spinal artery by syphilitic endarteritis at the level 
of the lesion is the cause of our patient’s trouble, 
or at least an accessory cause. Such a theory will 
account also for the perfect symmetry of the sym¬ 
ptoms. The very marked improvement which has 
taken place as the result of treatment makes such a 
theory still more plausible. It is possible also that 
there may have been some haemorrhage into the 
softened cord, which has since undergone absorp¬ 
tion. 

The almost complete absence of “ girdle sensa¬ 
tion’* in this case seems to point to the lesion 
being limited very much to the anterior and central 


parts, ahd avoiding the posterior roots, upon irrita¬ 
tion of which, girdle sensation is supposed to de¬ 
pend. 

A very notable feature in the case we have been 
discussing are the trophic lesions. By a “ trophic 
lesion ’* we mean a failure of nutrition. The nu¬ 
trition of an organ depends upon its power of 
exercising function. Growth and use are to a 
large extent mutually dependent. We know that 
muscles may be increased in size by exercise, and 
that when not used they waste. The degree of 
wasting which a muscle may undergo varies im¬ 
mensely. It may be partial or it may be absolute. 
Lesions of the nervous system which lead to a 
partial disuse of muscles cause only partial failure 
of nutrition, while lesions which necessitate a total 
disuse lead to total wasting, degeneration, and 
practical abolition. 

Our muscles can be made to contract by direct 
or reflex stimulation, /. e. the stimuli which bring 
the muscle into use may reach it from the brain or 
from the periphera. In ordinary hemiplegia the 
wasting of the paralysed muscles is only partial, 
because contraction takes place in response to 
reflex stimulation, a stimulation which is often 
sufficient to lead to the permanent contracture of 
the paralysed muscle. 

Again, in locomotor ataxy there is seldom more 
than slight wasting of the muscles, because al¬ 
though reflex stimulation of the muscles may be 
abolished, direct stimulation is still capable of 
being exercised. 

If a nerve supplying a muscle be divided, a total 
wasting rapidly follows, because direct and reflex 
stimulation are alike impossible. If an anterior 
nerve root be divided, or if the motor cells of the 
anterior cornu be destroyed, the muscle under¬ 
goes total wasting, because direct and reflex stimu¬ 
lation are alike impossible. 

It is common to hear it said that the motor cells 
in the anterior cornu exercise a “ trophic influence ” 
upon the muscle, but there is no evidence of any 
trophic influence beyond the fact that all stimuli 
which reach the muscle, whether direct or reflex, 
must pass through these cells, and when they are 
destroyed no stimuli can possibly reach the 
muscle. Function is the only thing having a 
“trophic influence” on organs of which we have 
any knowledge. A healthy muscle is plump, firm, 
elastic, and is constantly contracting in obedience 
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to stimuli, of many of which we are unconscious. 
These contractions must influence the blood and 
lymph currents and regulate nutrition. The 
muscle which is isolated from all stimuli is flabby, 
limp, and absolutely inert, yielding to pressure, 
and having no use for nutriment. 

With regard to the blebs and sloughs upon the 
skin, we must, I think, in looking for a cause have 
regard to the general circumstances, and not 
attend too exclusively to individual factors. My 
belief is that they are due, if I may say so, to an 
unlucky concurrence of adverse circumstances, 
any one of which might be powerless to produce 
them. 

Pressure alone, if prolonged, is capable of 
producing a slough even in a healthy man, as 
occasional accidents in surgical practice bear 
witness. 

The effects of pressure may be intensified by a 
variety of circumstances. Thus, in fevers and 
other prolonged and exhausting diseases accom¬ 
panied by emaciation with wasting of fat and mus¬ 
cles, the squeezing of the skin between the bones 
on the one hand, and even an air cushion on the 
other hand, is sufficient to cause a slough over the 
sacrum. The pain of prolonged pressure makes 
us alter the point of pressure ourselves or leads 
the sick man to ask his nurse to shift his position. 
If the fever patient is unconscious he will not seek 
to shift his position, and his danger of bedsore is 
therefore increased. 

A man in a deep drunken slumber will some¬ 
times compress the musculo-spiral nerve between 
his “heavy head” and his humerus to such a 
degree as to interfere with its nutrition and cause 
paralysis of the muscles supplied by the nerve, but 
the average man is awakened by the pain long 
before the compression reaches the dangerous 
point. If the parts which are compressed are 
anaesthetic, as in many cases of paraplegia, the 
danger of sloughing from compression is very 
great, for the patient not only feels no pain, but, 
being paralysed, is powerless to shift his position. 

When there is anaesthesia without paralysis, as 
happens in some hysterical cases, the danger of 
sloughing from pressure is almost nil, because the 
muscles are plump and serve as protective cushions, 
and the patient can move freely. 

If the skin be irritated the danger of sloughing 
from pressure is increased, and I would here 


caution you as to the danger of applying strong 
counter-irritants, such as blisters, to any part of 
the back of a fever-patient. The irritation caused 
by lying in a mess of urine and faeces enormously 
increases the danger of sloughing, and hence it is 
that all patients who are unmindful of the calls of 
nature, whether as the result of paralysis or from 
the stupor and exhaustion of fevers, require the 
most watchful care on the* part of the nurses and 
doctors. A sore once formed may be infected by 
septic organisms, and a rapid extension may result. 

It is obvious, therefore, that a patient who is 
paralysed and anaesthetic must be very vulnerable 
to the effects of pressure or irritation of the skin. 
We must remember that muscular action is an 
important factor in the circulation of the blood, 
and that in a paralysed limb the return of the 
venous blood and the flow of lymph are alike 
deprived of the aid they derive from muscular 
contraction. 

If the muscles underlying the part which is 
subjected to pressure be really cut off from the 
motor cells they lose tone, they no longer serve as 
elastic cushions to ease the pressure, they sag as 
it were under the weight of the body and allow the 
skin to be squeezed to death between the dead 
weight of bones above and the unyielding bed¬ 
clothes beneath. 

There can be little doubt that vaso-motor irregu¬ 
larities may contribute towards the occurrence of 
trophic lesions, but our knowledge of these con¬ 
ditions is very slight The redness which follows 
an irritation of the skin is, one must suppose, a 
vascular reflex. If w r e tickle the skin we get a 
rapidly following muscular action. If we slap the 
skin or make a limited firm pressure upon it there 
is no involuntary muscular movement, but the 
pallor which is caused by the pressure is leisurely 
followed by a blush. In certain conditions of intra¬ 
cranial pressure, such as tubercular meningitis, this 
blush is very pronounced and very enduring, and 
this exaggerated form of vascular reflex has been 
called the “ tdche cerebral *.” 

That gentle tactile impressions made upon the 
skin should produce reflex muscular acts, while im¬ 
pressions of a more penetrating kind, such as firm 
pressure, scratching, and the application of heat or 
chemical irritants, should produce vascular dilata¬ 
tion, is interesting, and seems to point to the fact 
that the different end-organs in the papillae and in 
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the deeper layers of the skin may have different 
central connections. 

Although I have lectured on Medical Jurispru¬ 
dence for many years, it has never fallen to my lot 
to see an acute case of strychnine poisoning. In 
these cases, as you are aware, any slight unexpected 
cutaneous impression will produce a paroxysm of 
tetanic convulsions, and yet these patients will 
often ask to be turned over or held, and von 
Boeck, the writer on the subject in von Ziemssen’s 
‘ Encyclopaedia of Medicine/ says, with regard to 
sufferers from strychnine poisoning, that they “ have 
asked their attendants to rub the skin vigorously, 
and that this friction did not induce tetanus,” 
while slight unexpected impressions, such as an 
accidental kick against the bedstead, produced the 
most violent convulsions. 

It may be, of course, that this difference in effect 
was due to the mental attitude of the patient—to 
the absence or presence of cerebral control; but 
there is a fair amount of evidence to show that 
slight tactile impressions and firm rubbing produce 
different physiological effects, the former being 
mainly reflex muscle-motor, and the latter mainly 
reflex vaso-motor. 

I need not remind you that in the skin there are 
varieties of nerve “ end-organs,” and that while 
some, such as the Pacinian bodies, lie deeply in the 
true skin, others, such as the tactile corpuscles, are 
more superficial. In cases of paralysis, whether 
cerebral or spinal, we do not get many very obvious 
vaso-motor disturbances. There are occasional 
differences of temperature between paralysed and 
non-paralysed limbs, and sometimes, as in anterior 
polio*myelitis, there may be a blue congestion of 
the paralysed limb, and we have alluded to the 
tache cerebrale. 

The subject is one which is difficult of inves¬ 
tigation, but we must admit the possibility that 
lesions of the nerve centres may derange the 
vaso-motor connections, and that such derange¬ 
ments may play a part in the production of skin 
lesions. 

The occurrence of trophic changes in the eye in 
cases of paralysis of the fifth nerve is very uncertain, 
and division of the sympathetic causes no trophic 
change in the rabbit’s ear. Anaesthesia alone, and 
vaso-motor paralysis alone, are unable to cause 
trophic disturbance; and I would again repeat 
what I have already said, that these trophic lesions 


depend upon a concurrence of many adverse cir¬ 
cumstances. 

It is clearly our duty to exhaust all the causes 
which may possibly produce trophic disturbance 
before we avoid the whole difficulty by calling 
them “ tropho-neuroses,” and attribute them to the 
action or want of action of hypothetical “ trophic 
nerves,” which in the present state of our know¬ 
ledge is no explanation at all. 

But let us return to our patient. When he was 
admitted there were blebs on the soles of both feet, 
and behind the heads of both fibulae, and also over 
the sacrum. They had appeared in the very early 
days of his paralysis when the lesion was at its 
height. After his admission there was no extension 
of trophic disturbance, and the blebs on the sacrum 
and behind the heads of the fibulae soon dis¬ 
appeared. The blebs on the back and behind the 
heads of the fibulae followed the application of 
mustard, but those on the soles of the feet 
appeared quite spontaneously, and as they were in 
the hollow of the arch of the foot they could hardly 
be attributed to pressure. My view being that a 
small amount of irritation would be sufficient to 
develop the blebs in the then condition of the 
patient, I should think of scalding hot foot- 
warmers before flying to “ trophic nerves.” 

But there is one other circumstance which may 
have acted as a determining factor in the localisa¬ 
tion of these blebs. 

Dr. Henry Head has shown that our internal 
organs are functionally related with definite areas 
of the skin, which fact is accounted for by assuming 
that the afferent and vaso-motor nerves of the skin 
area and the like nerves from the related viscus 
join the spinal axis at the same level, and come 
into intimate relationship therein. 

In Dr. Head’s very able and elaborate papers 
published in ‘ Brain/ and also in the last edition 
of Quain’s ‘Anatomy/ you will find diagrams in 
which these zonal areas on the trunk and similar 
areas on the limbs are set forth, and accurately 
referred to certain levels of the spinal axis. 

Suppose, therefore, that you find one of these 
definite areas the seat of subjective pain or demon¬ 
strable tenderness, or reddened or occupied by an 
herpetic eruption, you will have a right to assume 
one of two things, either (a) there is disease more 
or less permanent in the related segment of the 
spinal axis, or (b) there is disease of an internal 
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viscus or organ which is in relation with the 
identical segment. 

If we apply Dr. Head's diagrams to the elucida¬ 
tion of the present case we shall find that the 
areas upon which the blebs appeared (sacral, solar, 
and behind the heads of the fibulae) are related to 
the sacral segments of the cord, the same segments 
which are in relation with the afferent and efferent 
nerves of the bladder. 

My view of the case would be as follows:—We 
know r that the bladder symptoms preceded the 
paralysis by a month, and that when he was 
admitted here there was well-marked vesical 
catarrh. When, therefore, he became suddenly 
paralysed and anaesthetic, and was, so to speak, 
ripe for trophic lesions, the already existing serious 
condition of the bladder determined the seat of 
the blebs, which may possibly be considered as 
analogous to herpes, a 44 trophic ” disease defi¬ 
nitely related to the sensory nervous system. 

Yet another point is worthy of mention. So- 
called trophic troubles are said to be very liable to 
occur in central diseases of the cord, such as 
syringomyelia. Or we might put the matter in 
another way and say that when conduction for 
pain and temperature are interfered with, trophic 
troubles are more likely to occur than when tactile 
sense is mainly affected. 

If all the sensory paths be blocked, as was the 
case for a short time in the case we have been 
considering, the danger of trophic changes is 
greatly enhanced. 

Finally, a few words as to the treatment and 
management of these cases. The third case has 
proved amenable to treatment, and therefore it 
will be most profitable to deal with it. 

The undoubted history of syphilis led at once 
to the administration of mercury and iodide of 
potassium. The mercury has been given by in¬ 
unction and by the mouth in the form of Hydrar¬ 
gyrum c Creta, one grain three times daily: And 
the iodide of potassium has been given in doses 
running up to twenty grains three times a day. 
Now and again the administration of these medi¬ 
cines has been intermitted for a few days when the 
appetite appeared to be flagging, and a simple 
stomachic tonic has been given instead. 

For the rest the treatment has been directed to 
keeping the patient clean and endeavouring to 
keep the bladder disinfected. 


It is impossible to insist too strongly on the 
absolute importance of attention to the bladder. 
If the bladder be permitted to remain foul, the 
patient is tolerably certain to go from bad to worse. 
When there is paralysis of the bladder, with con¬ 
stant dribbling of urine, as in this case, the organ¬ 
isms which produce ammoniacal decomposition of 
the urine travel up the urethra and find lodgment 
in the bladder, with the result that the contents of 
the bladder become ammoniacal and irritating, and 
set up a suppurative catarrh which may travel up 
the ureter and produce secondary nephritis, and 
lead almost certainly to a fatal result. The 
bladder must be washed out daily, the greatest 
care being taken that the catheter is in an aseptic 
condition. Carbolised oil (absolute phenol 1, 
castor oil 7, almond oil 8) should be used as a 
lubricant, and a wash composed of five grains of 
quinine (with sufficient dilute sulphuric acid to 
dissolve it) in a pint of water, should be used. If 
this be not successful in disinfecting the bladder, 
recourse may be had to an iodoform wash made by 
stirring up a couple of teaspoonfuls of iodoform 
emulsion (iodoform five grains, glycerine two 
drachms) into a pint of tepid water. This seldom 
fails to be of service. A lotion of boric acid (1 
in 20) is also useful. If one lotion does not 
succeed, another must be tried, and we must 
remember that the bladder must be kept sweet. 

I wonder how often it has happened that a 
doctor called to a patient, who cannot pass his 
water, has used a dirty catheter, rendered the 
bladder foul, and thereby has deprived an incipient 
case of paraplegia of any chance of recovery. 

When the bladder is emptied by catheter pre¬ 
vious to washing, some of the urine should be 
received into a clean vessel, to ascertain whether 
it is sweet. It is impossible to form any conclusion 
from the urine collected in a bed-bottle, for these 
bottles are nearly always foul, and the urine will 
undergo decomposition in them in a very short time. 
These patients must be furnished with a urine 
bottle which lies between the legs, and into the 
neck of which the penis is inserted. There should 
always be two bottles in use for every case of 
paraplegia^ one in use and one being cleaned. To 
clean these bottles it is necessary to rinse them out 
with dilute acid and then boil them. The bottles 
should be absolutely aseptic, and should be changed 
two or three times daily. 
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It is surprising to see how greatly the patient’s 
general condition improves when the bladder has 
been thoroughly disinfected. 

The prevention of bedsores is sometimes very 
difficult, but no pains are too great in order to 
prevent them if possible. Absolute cleanliness is 
most important. The patient must be scrupulously 
washed whenever he gets fouled by urine or faeces, 
and, after washing, the parts must be thoroughly 
dried with a warm soft towel and powdered. If 
the draw-sheet be damp it must be changed. 
Some nurses advocate the washing of the sacral 
region with spirits of wine, which is said to harden 
the skin. The use of water cushions and of 
perforated cushions to relieve pressure is often 
very necessary, and the frequent shifting of the 
patient so as to alter the points of pressure is 
useful. The prevention of bedsores is an affair 
of nursing, and every good nurse feels that a bed¬ 
sore is a matter which more than any other touches 
her professional reputation. Nevertheless, you 
must remember that the doctor is the responsible 
person, and my advice is that you should never 
visit a paraplegic patient without looking at the 
back . 

If an abrasion occurs the best treatment prob¬ 
ably is to dust it with iodoform, and then cover it 
with boric ointment spread upon folded lint (two 
or three thicknesses). The patient must lie upon 
a perforated pillow or a graduated pad. 

When the patient’s recovery has somewhat 
advanced, as shown in this case, by recovery of 
power over the rectum or the return of sensation, 
it is usually advisable to stimulate the paralysed 
muscles by means of electricity. 

This must be done methodically, and in apply¬ 
ing the current you must take care that the patient 
is not made either cold or wet. Take a faradising 
battery, with two moderately big sponge-holders 
moistened with hot salt and water. Begin above, 
and go down the front of the abdomen and legs. 
I lay stress upon the abdomen because the weak¬ 
ness of the rectus and other abdominal muscles is 
often the chief cause of the difficulty of micturition* 
which is so marked a feature in these cases. Use 
a current of sufficient strength to cause a contrac¬ 
tion of the muscles, and make each muscle or 
group of muscles contract two or three times and 
no more. 

Having attended to the extensors and adductors 


of the thigh, the tibial and peroneal groups of 
muscles, proceed to faradise the foot, and I may 
say that it is most important not to neglect the 
interossei and other small muscles of the foot, be¬ 
cause the contractions of these muscles has the 
effect of causing a flow of blood to the very ex¬ 
tremity of the limb. Having attended to the front 
of the right leg, wipe it dry with a soft hot towel, 
cover it up to protect it from the cold, and proceed 
to do the same with the left leg. Then turn the 
patient over, and faradise the various groups of 
muscles from the loins to the soles of the feet, 
taking care when you have finished to leave your 
patient dry, warm, and comfortable. 

The application of the faradising current in 
these cases is often productive of great good, and 
the same current applied to the sphincter ani and 
bladder will often impart tone to these parts and 
make an incalculable difference in the patient’s 
comfort. 

It will sometimes happen that the first applica¬ 
tion of electricity does an amount of good which 
astonishes both doctor and patient. These are 
the cases in which time has worked an almost 
complete cure of the central lesion, and the muscles, 
long disused, were only waiting for a stimulus of 
sufficient strength to rouse them to their former 
activity. Such cases are few and far between, and 
the applications of electricity subsequent to the first 
are not productive of the same degree of improve¬ 
ment or anything like it. Very often electricity 
does no good. If it be used too early in the case, 
while the spinal cord is still the seat of active 
disease, it may do harm. When, however, a patient, 
as in this case, has been lying by for months, 
when his temperature goes to normal and stops 
there, when he improves in appearance and begins 
to put on flesh, then is the time when electricity is 
likely to do good, and its beneficial results make 
us recognise that “ There is a tide in the affairs of 
men, which, taken at the flood, leads on to fortune.” 


Chronic Rhino-Pharyngitis.— 

Menthol . r 

Oil of sweet almonds, or 

Liquid vaselin. 10 


Apply locally with a brush. 

Hamon db Fougeray. 
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A CLINICAL LECTURE 

ON THE TREATMENT OF 

DEAFNESS ARISING FROM THE 
RESIDUA OF SUPPURATIVE IN¬ 
FLAMMATION of the MIDDLE EAR. 

Delivered at the Central London Throat and Ear Hospital, 
# Gray’s Inn Road, April 17, 1896, by 

J. DUNDAS GRANT, M.A., M.D., F.R.C.S. 


Gentlemen, —By the residua of suppurative in¬ 
flammation of the middle ear we mean those 
abnormal conditions such as losses of substance, 
cicatricial formations, and desquamative processes, 
which remain after the discharge has been stopped 
by treatment, or has subsided spontaneously. 


on arrival, had still a chronic suppuration, but 
which dried up under treatment. Out of 111 cases 
of ear disease referred to me at the West End 
Hospital for Diseases of the Nervous System, the 
proportion amounted to 17, or 15*4 per cent. 

As to the forms which these residua take, their 
varieties are almost infinite, but the following are 
the main types, to facilitate the description of 
which diagrammatic sketches of the membrana 
tympani in elevation (fig. 1) and in section (fig. 2) 
are appended. 

Perforation .—The usual idea of perforation of 
the membrane (Fig. 3) is that it is a clean punched- 
out hole ; but it is only rarely that it can be thus 
described. In such a case we should call it a com¬ 
plete perl oration (Fig. 4). Much more frequently a 
part of the margin of the perforation is attached 
to the inner wall of the tympanum, and to such a 


'f 

' ../ZZl)- S~)‘ - /Krjf~ .- 

f JozcrtiM f n 4r *•£ 

V \T 7 // A- ; ~ yYTjiaJ-vjuS 

\ -w*~— 

Vrtfrr\®>vQr^ 

Fig. 1. Fig 2. 


These produce, as a rule, defects of hearing, 
noises in the head, vertigo, occasional attacks of 
pain, and, in the case of the desquamative pro¬ 
cesses at all events, a liability to the occurrence 
of the dangerous sequelae of middle ear suppura¬ 
tion—meningitis, intra-cranial abscess, phlebitis of 
the lateral sinus, and pyaemia. 

For to-day we are concerned only with the re¬ 
sulting deafness or defect of hearing; and it is 
astonishing how large a proportion of cases pre¬ 
senting themselves at hospitals, or in private prac¬ 
tice, on account of deafness, come under this 
category, when they are looked for, recognised, j 
and classified. 

Taking a series of 352 cases of ear disease j 
under my care in this hospital, 34, or 10 per cent., j 
were, on their amval, found to be cases of deaf¬ 
ness arising from the residua of exhausted middle 
ear suppuration; arid the number of such would 
be much larger if we added those cases which, 


perforation I would apply the term partial . (Fig. 5). 
The position of perforations varies considerably. 
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Fig. 4. 



We have perforations in the postero-superior quad¬ 
rant, which afe now recognised to be the most 
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frequent (Fig. 6). They may expose to view the 
descending limb of the incus, and the posterior limb 
of the stapes, covered, it may be, by the stapedius 
muscle. Again, we have frequently, in the antero¬ 
inferior segment, perforations occupying the posi¬ 
tion of the “ light cone ” (Fig. 7). These perforations 
have an importance of their own of another kind. 
It will be readily understood that the tendency of 
the tensor-tympani muscle is to draw the malleus 
inwards towards the promontory, and that the 
force which antagonises this is the tension of the 
fibres of the membrana tympani, and more espe¬ 
cially those which form the antero-inferior segment. 
When this part of the membrane is destroyed, the 
antagonism is removed, and the tensor-tympani 
acts to an exaggerated extent, drawing in the 



Fig. 6. Fig. 7. Fig. 8. 


malleus, and increasing in this way the pressure 
on the stapes, which is, of course, rendered at the 
same time more immobile. This necessarily in¬ 
duces considerable diminution of hearing power, 
and generally tinnitus, with possibly troublesome 
vertigo. I will only anticipate what I have to say 
later on, that the obvious remedy for this is teno¬ 
tomy of the tensor-tympani muscle. 

Again, we have perforations in the membrane of 
Shrapnell (Fig. 8). They are particularly interesting 
because they are apt to be overlooked, and through 
them a discharge may pour which is not readily 
stopped by ordinary means. But it is particularly 
when they have dried up, and when the extension 
of epidermis through them leads to the formation 
of cholesteatoma in the attic cavity, that they 
become of present interest as a cause of deafness. 
They interfere with the movements of the malleus, 
and by the downward pressure of the materials 
within them, hinder the stapes in its action. 

Cicatricial Formations. —More frequent than 
perforations. I may say at once that these are very 
frequently overlooked, and what appears to be a 
simple punched-out perforation (Figs. 4 and 5) is, 
. in reality, the orifice of a pocket formed by a thin 
cicatrix drawn in under the influence of diminished 
barometrical pressure inside the tympanum (Fig. 9). 
Cicatrices vary in their nature; they may be 
membranous or band-like. The membranous cica¬ 


trices are usually thin, like goldbeaters’ skin, and 
may be completely unattached except at the 
margins, so that when locfee they may flap about, 
according as the air pressure is greater inside the 
tympanum or outside. They may thus, when 
submitted to examination by means of the section- 
speculum (vide diagnosis) be found to be free 
(Fig. 10). Often they are completely attached , and 
may thus form a complete tapestry to the inner 
wall of the tympanum, adherent closely, so as to 
clothe or paper all the structures of the inner wall 
so far as they are exposed. Again, we have 
partially adherent membranes (Figs. 11,12 & 13), of 
which, for example, the centre point alone may be 
glued to the inner wall of the tympanum. Their 
position varies, like that of the perforations which 
preceded them, and they are extremely frequent 
in the postero-superior segment, fairly so in the 
antero-inferior. 

Some cicatrices are band-like, such as adhesions 
which occasionally take place between the tip of 
the manubrium and the head of the stapes, or 
may extend from the short process of the malleus 
backwards to the posterior margin of the tympanic 
ring,—an exaggeration, in fact, of the posterior 
fold. 

Another form of disease resulting from sup¬ 
puration in the middle ear, and one of the most 
serious, is chronic inflammation and destruction of 
the structures in the labyrinth , giving rise to the 
most extreme forms of deafness with which we are 
acquainted. 

The external meatus may suffer, but, as a rule, 
not to such an extent as to be likely to interfere 
with hearing. We may, however, have atresia as 
the result of the adhesion of granulations, 
producing such absolute closure of the meatus 
from the formation of diaphragms or adhesion of 
the opposite wall as to interfere with the entrance 
of sound vibrations. 

Stenosis is mqre frequent, and renders it 
abnormally easy for cerumen, desquamative 
products, or foreign material, to completely 
obstruct the passage. Hyperostosis.and exostosis 
also result not infrequently from the irritation of 
prolonged suppurative discharge.- 

Granulations in the tympanum are sometimes 
extremely permanent, and may undergo fibrous or 
even ossific transformation, and interfere materially 
with the movement of the ossicles. 
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One of the most frequent results of suppuration ! 
in the middle ear is the formation of desquamative \ 
products—cholesteatoma —into whatever recesses of 
the meatus, tympanum, attic, antrum, or mastoid cells ! 
the inflammation may extend. Desquamative pro¬ 
ducts may also form in the sacs caused by indrawn 
cicatrices if the orifice is small and the sac is 
internally capacious. 

The formation of the redoubtable cholesteatoma 
is roughly as follows:—After the healing of the 
edges of a perforation, the epidermic epithelium of 
the external meatus tends to spread through the 
perforation into the tympanum, and to produce 
a conversion of the mucosa into a form of 
epidermis, till the cavity of the tympanum proper 
is entirely lined in this way. But the change does 
not end here, and it continues into the attic, into 
the aditus, and into the antrum itself. Under the 
influence of moisture or of septic invasion, desqua¬ 
mation takes place, and the cells thus thrown off 

form bigger and bigger masses in that cavity, from 

/ 


j the apparent perforation is probably simply an 
| indrawn cicatrix , and its nature has to be recog- 
I nised by means of Seigel’s exhausting speculum. 
When this is applied in the meatus, and the air is 
exhausted, the cicatrix may be drawn out like a 
balloon (Fig. 10), or it may be partially drawn out 
like a funnel with convex walls (Figs, n, 12, 13), 
the deepest part being adherent, or it may not 
be drawn out at all, showing it to be entirely 
adherent. 

By means of the same instrument we may fre¬ 
quently ascertain the degree of mobility of the malleus . 
But in the case of a very large loss of substance in 
the membrana tympani, the membrane has not suf¬ 
ficient momentum to draw the malleus with it, and 
the mobility, therefore, cannot be judged of by 
this means. We have to resort then to the use of 
a very delicate sharp hook, which can be passed 
| around the malleus, generally through the perfora¬ 
tion or cicatrix, without cocaine or with, it if this 
seems desirable. By means of a probe tipped 



which, if the orifice is small, they are unable to 
escape. They undergo fatty degeneration in the 
centre, and as they enlarge they encroach more 
and more upon their bony surroundings, through 
which they may ultimately perforate, with great 
danger of infection of the meninges, the cere¬ 
brum, the cerebellum, or the lateral sinus. 

Diagnosis. —The history of a former discharge 
can be generally elicited, but in some cases it has 
to be inferred from the presence of appearances 
indicating conditions which only a suppurative 
inflammation could account, for. The following 
are the most usual, and it is rare for difficulty to 
arise except in the case of atrophied areas in the 
membrane, which may result from chronic non¬ 
suppurative catarrh. These are less definitely 
circumscribed than the cicatrices. resulting, from 
the healing of perforations. Perforations may 
generally be recognised by means of the speculum, 
or by means of the well-known perforation-sound 
which follows inflation by Politzer’s or other 
method. In the absence of this perforation-sound 


with cotton-wool we may, with practice, judge of 
the degree of mobility of the stapes. 

Labyrinthine lesions can be detected by diminu¬ 
tion or loss of bone conduction, and by a loss of 
hearing for the uppermost tones of the scale, as 
shown by the use of high-pitched tuning-forks, 
and of Galton’s whistle. * 

The treatment of these cases resolves itself into 
two elements: first, to liberate the stapes; and 
secondly, to apply a substitute for the tympanic 
apparatus. In order to free the stapes, it is neces¬ 
sary in the first place to restore the ventilation of 
the tympanum, if possible through the Eustachian 
tubes.. This involves, necessarily, attention to the 
pharynx, the naso-pharynx, the removal of ade¬ 
noids, and also to the nasal passages. In cases 
of extreme obstruction, the .inferior turbinated 
bodies may require , treatment by means of the 
galvano-cautery, the cold snare, or, in extreme 
cases, the turbinotome devised by Mr. Carmalt 
Jones. If the Eustachian tube is irrevocably 
closed up, then perforation of the membrana 
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tympani ought to be made, which, however, 
almost invariably closes up again. 

We have next to effect the removal of all accu¬ 
mulations in the sacculated cavities, and this can 
be best done by means of an intra-tympanic 
syringe, the most practicable being that devised 
by Dr. Milligan. Granulations must be removed 
by means of a fine snare, the ring-knife, the 
galvano-cautery, or such chemical caustics as the 
strong solution of perchloride of iron applied on 
a probe with a fine pellet of cotton-wool on the 
tip. To prevent the recurrence of these accumu¬ 
lations and granulations, a judicious use of “ alcohol 
drops” is recommended. These consist of spirits 
of wine diluted, according to the tolerance of the 
the patient, with one, two, or three parts of warm 
water, but gradually used stronger and stronger 
until quite pure. It will be remembered that 
cholesteatomatous growths swell under the influ¬ 
ence of moisture and sepsis; alcohol, being a 
dehydrating and antiseptic agent, is therefore 
twice indicated. It is advisable in many cases to 
dilute it with glycerine instead of water, and 
these may be alternated according as they act in 
the particular patient. 

Should these means not be sufficient to produce, 
with the artificial drum shortly to be described, a 
satisfactory improvement, delicate surgical pro¬ 
ceedings should be adopted, and any bands which 
are accessible to the knife should be divided. 
The most typical of the operations is the severing 
of the posterior band of the membrane when it 
leads to the retention of masses of desquamative 
products, which interfere with the movements of 
the stapes. Again, if the ossicles are fixed, the 
stapes may be liberated by section of the joint 
between it and the incus by means of a rectangular 
knife, or the limb of the incus may be cut through 
by means of Politzer's tiny scissors. A complete 
excision of the larger ossicles is indicated when, 
from their fixation, they hamper the movements 
of the stapes, and render the hearing power very 
bad, but more especially when they impede the 
exit of discharges and accumulations. 

In case of antero-inferior perforation, tenotomy 
of the tensor tympani may be performed for 
reasons already described. 

It then remains to supply a suitable conducting 
apparatus , and an artificial drum of some form or 
other has to be employed. Toynbee’s consisted 


of an india-rubber disc with a small wire attached 
to it, but it speedily went out of use when Yearsley 
discovered and made known the immense 
advantages of the use of a small pad of cotton 
wool. Laidlaw Purves taught me to make this 
somewhat in the form of a small button, about the 
size of a pearl shirt-button, to moisten it with 
water and apply it purposely over the stapes; and 
very excellent results were obtained by it. It has, 
however, been found that although the moistening 
of the drum made it better for conducting sound, 
yet it tended to cause a return of the discharge. 
This disqualification does not, however, attach 
in the same degree to such an aseptic oil as 
liquid vaseline, or paroleine, benzoinol, or others 
of the same kind. It has been discovered further 
that if a drum has been moistened with a solution 
of cocaine, it acts better than if simple water is 
used. 

Certain cotton-wool drums are sold with a little 
thread supposed to be attached, but I find that 
the thread is simply twisted into the wool so 
loosely that it is detached from it by the very 
slightest traction. It therefore affords no security, 
and I have for myself devised the following modi¬ 
fication, which has given me every satisfaction. A 
small wisp of long-fibred non-absorbent wool of 
about three-quarters of an inch in length is pulled 
out of the bundle. The extremities are trimmed 


off, so that loose fibres are removed, and a fine 
thread is tied round the middle of the wisp, so 
that the whole thing looks like a miniature pair of 
white moustaches. The fibres are then spread 
out in a radiating or stellate manner, so as to make 
a round pellet, and the peripheral extremities are 
turned in, so that a somewhat springy cushion is 
formed of about the size of a pearl shirt-button. 
The thread is held by means of a fine ear- 
forceps, and the pellet, after it has been dipped 
in the liquid selected, is push&d through the 
meatus till it comes in contact with the tympaiffe 
membrane, or nearly so. The forceps is then 
loosened and withdrawn, and it happens almost 
invariably that the drum is drawn out for a 
slight distance. It is, however, readily replaced 
by means of a probe, or the point of the closed 
forceps, pressure being made in an upward and 
backward direction, so as to press the pellet 
against the stapes. When it reaches this spot, 


the patient is usually at once conscious of con- 
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siderable improvement in hearing power. The 
surgeon may have to make several attempts before 
he touches the exact spot, but the patient, if at all 
•dexterous with his fingers, very soon acquires the 
art of doing it himself. 

The typical case for the use of the artificial 
drum above described is that in which the head 
of the stapes is exposed in a postero-superior 
perforation. In case of a postero-inferior perfora¬ 
tion the stapes is not so readily reached, and 
disappointment is apt to arise. A better effect is, 
in such a case, obtained by twisting up a long thin 
pellet of wool, moistening it as before, and intro¬ 
ducing it into the perforation so as to bulge 
upwards and approach or touch the stapes. 

Thin cicatrices over the stapes when drawn in 
under atmospheric pressure hamper that bone 
without conveying sonorous vibrations to it. It is 
•often found that an extraordinary improvement 
takes place after inflation, only to disappear within 
a very short space of time. To tighten up these 
relaxed cicatrices several methods have been 
employed. Multiple incision and cauterisation 
have been strongly advocated, but the risk and 
difficulty attaching to any attempts at incising or 
eauterising a cicatrix closely apposed to the inner 
wall have deterred me from recommending or 
practising these methods in the very cases in 
which they are most called for. On the other 
•hand, I have found most gratifying results follow 
the use of collodion. Its mode of employment is 
the following:—the cicatrix is blown out to its full 
extent, and before the patient performs the act of 
swallowing again a little contractile (not flexile) 
collodion is painted on to the cicatrix, the brush 
being drawn on to the adjacent portion of the wall 
of the meatus. The layer may be left in situ for 
several weeks, or indeed until a return of dulness 
of hearing calls for further examination, or the 
discomfort occasioned by the loosening of the dry 
collodion calls for its removal. In several cases I 
have been convinced that the Cicatrix has become 
permanently tighter. 

If the deafness is to any great extent due to 
extension of the disease to the auditory nerve , it 
will readily be understood that the effect produced 
by these manipulations is slight, or none at all. 

But even then our resources are not exhausted, 
as a judiciously selected speaking-trumpet is often 
-of considerable assistance. Furthermore, by means 


of the acoustic exercise, as practised by Giampietro, 
and more recently by Urbantschitsch, the patient’s 
auditory centres may undergo a certain amount of 
education or re-animation; so that even with the 
defective auditory apparatus the faculty for under¬ 
standing sounds may be awakened to a useful 
degree. 

Failing these, there still remains the aid of lip- 
reading ; and a patient who has once been able to 
hear may, if he has good sight, acquire the art of 
understanding this “ visible speech ” after a com¬ 
paratively short course of teaching at the hands 
of one of the various skilled teachers who are now 
to be found in most large towns. 

The prognosis in the above class of cases is 
extremely favorable as compared with that of 
non-suppurative sclerotic inflammation, so that 
the evidences from the history, or from the appear¬ 
ance of the membrane, that the disease has resulted 
from a suppurative condition, is a point of extreme 
importance in analysing any given case. 

As illustrations, I may mention the case of a 
young Scotch gentleman who, from his childhood, 
had been looked upon as almost hopelessly deaf. 
At school he had to be placed in a special seat 
beside the teacher, as he was unable to take part 
in the usual instructions if he was seated among 
the other pupils, and had never been able to hear 
sermons except when sitting at the very front, and 
exercising great attention while holding his hand 
behind one of his ears. The disease had dated 
from an attack of scarlet fever in early childhood. 
There was an offensive discharge, and considerable 
narrowing of the meatus from hyperostotic out¬ 
growths resulting from the irritation. Great diffi¬ 
culties had been experienced in applying artificial 
drums, and considerable anxiety had once arisen 
from a pellet of cotton-wool having got almost out 
of reach, and only with very great difficulty removed. 

I was fortunate in being able to adapt to him such 
a “captive” artificial drum as I have described 
above, no doubt due to the confidence engendered 
by the fact that it was securely attached to a bit 
of thread. The improvement in hearing for the 
whisper was enormous, and the use of the appli¬ 
ance, which the patient very soon acquired the art 
of making and adapting for himself, has practically 
transformed his life. His chief distress at present 
is that in his business people shout to him to such 
an extent as to give him great annoyance, and that 
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the clergyman at his place of worship “ roars ” so 
loud as almost to cause him pain, and to lead him 
to exchange his front seat for one further back in 
the church. 

In another case, that of a school-mistress, cessa¬ 
tion of discharge, and great improvement in hearing, 
as well as relief from vertigo, followed the severing 
of a band passing from the short process of the 
malleus to the posterior part of the tympanic ring. 
This small operation permitted of the escape of 
cholesteatomatous masses, which had accumulated 
atjd pressed upon the stapes. The adaptation of 
an artificial drum improved the hearing to a degree 
which was of considerable practical value. In 
another case, a clerk in a somewhat humble position 
was rendered incapable of following his occupation 
on account of the apparently absolute deafness, 
vertigo, and confusion in the head. He had been 
recommended to leave this country, and had been 
undergoing a course of treatment by means of 
pilocarpine for the sake of his supposed nerve- 
deafness. On removal of a cheesy mass from a 
cicatricial pocket in the postero-superior segment 
of the membrana tympani, his confusion and 
vertigo were relieved, and when this was followed 
by the application of the captive cotton-wool drum 
his hearing was so much restored that he was able 
to return to his business, and to give up the idea 
of going abroad. 

It would be impossible to find any similar re¬ 
sults to this by any plan of treatment whatever in 
cases of chronic non-suppurative sclerotic inflam¬ 
mation of the middle ear. My belief is that by 
a careful study of this class of cases, results will 
be obtained which will go far to redeem aural 
surgery from the opprobrium into which it has 
fallen in the eyes of many more or less prejudiced 
critics. 


Psoriasis.— 

Ichthyoli . ... 5j 

Acidi salicylici ... ... 3 j 

Zinci oxidi ... ... Jij 

Amyli .. ... 5iv 

Petrolati • ... ... ... jj 

Apply locally twice, a day. 
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JONATHAN HUTCHINSON, LL.D., F.R.S. 
(Reported by J. T. Conner, M.D.) 


Nodular Syphilitic Lupus. 

The patient was a woman, aet. 52, brought by Mr* 
G. W. Sequeira. There was no history of any 
trouble until 1888, when her fourth pregnancy 
terminated in a miscarriage. In 1892 a gumma 
appeared on the back of the left thigh, and broke 
down. This was followed by the eruption on the 
face, which has continued ever since, improving 
under treatment, and relapsing on its discon¬ 
tinuance. For the last month she has been very 
hoarse. 

The eruption was a very good example of 
syphilitic lupus in the nodular form. The whole 
of the central part of the face, from the forehead! 
to the chin, was covered with reddish tuberous 
masses varying from about an eighth to half an* 
inch in diameter. Towards the lateral parts of 
the face there was less of the eruption, patches of 
nodules here and there, with normal skin between^ 
There was some scarring, especially near the mouth* 
but this was an inconspicuous feature. The upper 
lip was much swollen and cedematous. 

Mr. Hutchinson showed portraits illustrating an 
almost identical condition of face and lip. The 
swelling of the latter and the healthiness of the 
scar were characteristic of the syphilitic form of 
lupus as compared with lupus vulgaris. 


A Relapsing Bullous Eruption 
(? Factitious). 


* The patient was a nurse, aet. 22. Last Christ¬ 
mas she pricked her thumb with holly. It became 
inflamed and covered with large bullae; others 
followed up the limb as high a$ the axilla and 
shoulder. They all formed on perfectly healthy 
skin. None occurred elsewhere. Many kinds of 
treatment were tried without success until she 
went to the sea-side. Now a relapse has occurred* 
bullae having formed again on the thumb. 

^ Mr. Hutchinson had seen a similar case in 
| another nurse about the same age. Here the 
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origin was a burn. The extension of the inflam¬ 
mation was not only .by continuity, lesions formed 
at some distance as well. The possibility that the 
eruption was produced artificially should always be 
borne in mind in these cases. The treatment 
consisted in cutting the blisters and applying 
solutions of tar. 

Hereditary Malformation of the Upper 
Limbs, Trimerous Thumbs, &c. 

The subjects were a man and his infant son, 
brought by Dr. Chapman. 

The condition of the infant was as follows :—In 
the left hand the thumb was completely absent; 
the fingers were normal, excepting that the index 
was as long as the middle and rather stouter, and 
nails were narrow and pinched. The fingers of 
the right hand were quite normal, except that the 
index here too was the length of middle finger; 
the nails were broader than on the other side. 
The thumb looked like a little finger except that 
it was more slender, and it was composed of three 
phalanges. The proximal inter-phalangeal joint 
could not be extended much more than to a right 
angle. The left hand articulated at a right angle 
with the forearm, and the latter was in a line with 
the upper. There was scarcely any movement at 
either joint, but the position of the elbow was 
marked by a dimple. The radius appeared to be 
absent. The feet were normal. 

In the fathers left hand the middle, ring and little 
fingers were normal; the index was nearly as long as 
the middle and curved outwards. The thumb was 
composed of three phalanges, and was longer but 
more slender than the little finger. It was united 
to the index finger by a web, which reached as far 
as the distal joint. The right thumb was also 
composed of three digits flexed at right angles, so 
that the nail touched the cleft and faced the root 
of the index finger. It was much smaller than the 
little finger, and incapable of active movement at 
either joint. Its small muscles appeared to be 
absent, the metacarpal bone, which was long and 
thin, being unclothed. The left ulna was somewhat 
bent, with the convexity backwards ; the radius was 
probably more slender than normal; the external 
condyle of the humerus was less developed than 
normal The right arm was distinctly more 
muscular than the left, and there was no deformity 
at the elbow. 


Mr. Hutchinson remarked the deformities ap¬ 
peared to have been carried to a still further stage 
in the child, whilst they remained greatest on the 
same side as in the father. 

Rhinophyma in a Woman. The Chin 
affected. 

The patient was a woman, aet. 51, brought by 
Dr. Crabb. The tip of her nose was covered by 
a softish growth about the size of a small tomato, 
with depressions showing the orifices of sebaceous 
glands and a few dilated venules. The skin 
covering it was only slightly redder than normal. 
On each ala was a similar but smaller growth, 
separated from the central one by a deep sulcus. 
There were also at the margins of these some very 
small ones about the size of peas. There was also 
a growth on the chin about the size of a florin, 
much flatter than the nasal ones. The patient 
stated that the growth on the chin began twenty- 
five years ago, and the nasal growths ten years later. 

Mr. Hutchinson said the disease began as acne, 
which was followed by growth of fibrous tissue 
around the follicles. The patient denied that she 
ever had any eruption, but she admitted that her 
face flushed after meals, and that she suffered from 
indigestion continuously from the age of eighteen 
to forty-three. The case was of interest because 
of the growth on the chin, which was most unusual, 
and not shown in any portrait of rhinophyma in 
the museum. 


A NOTE FROM THE CLINIC 

OF 

ANTHONY BOWLBY, F.R.C.S. 


Diagnosis, Treatment, and Prognosis of 
Jacksonian Epilepsy. 

The patient is 43 years of age, and has been 
until lately under the care of Dr. Herringham, 
who has asked me to operate upon him, and has 
expressed the opinion that there is a definite 
lesion involving the cerebral cortex in the upper 
part of the fissure of Rolando. 

He is a healthy man, with no other trouble 
except that for which he has been admitted to 
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this hospital. He states that for the last three 
years he has had spasmodic movements in the 
right leg* We conclude from his description that 
he then suffered from localised fits. From his 
history it is gathered that these fits have always 
begun by contraction of the knee, followed by 
jerking of the foot, and later by flexion of the 
thigh on to the abdomen. At first these manifes¬ 
tations did not go further; but after two years of 
attacks of this nature, it is gathered from his history 
that he began to have fits of a more extensive 
character, always, however, beginning and pro¬ 
gressing in the same way—the bending of the 
knee, shaking of the foot, and the flexion of the 
thigh; and then these later symptoms—spasms of 
the muscles of the arm and face, and ultimately 
loss of consciousness. The fits have also lately 
increased in frequency, but we have only seen 
them to-day for the first time, though the man has 
been in hospital for nearly three weeks. The 
character of the fits is just what has been de¬ 
scribed to us. There is then here, in this history, 
a typical instance of what is called “ Jacksonian 
epilepsy.” The statement of that fact implies 
that there is in this patient a definite lesion in the 
central nervous system, from which the cortical 
discharge constituting the fit starts. In these 
cases the actual site of the focal lesion varies. 
In this patient, where the trouble has lasted for 
three years, the possibility of a malignant tumour 
is not likely. Fits of this kind are sometimes 
caused by a thickening of the bone; but there is 
no history of syphilis in this man. A fibrous 
tumour of the dura mater pressing on the cortex 
would give these symptoms, or there may be pos¬ 
sibly a glioma of the brain or meninges. There is 
a further reason for trephining this man, and this 
is, that during the last few months it has been 
noticed that independently of these fits, the right 
lower extremity has become somewhat stiff, and 
has lost some of its power, the knee-jerk being 
increased, and ankle-clonus being present. From 
all this it is considered that the lesion in this case, 
whatever it is, has damaged some of the cells of 
the cortex, and has inflicted a more or less per- 
nanent injury. After the operation there may be 
some subsequent further loss of power, but the 
operation is undertaken in this stage of the 
affection in the hopes that further progress of the 
paralysis rad of the fits may be averted. 


I propose to expose the left cortical region high 
up on the fissure of Rolando. Supposing we find 
any morbid condition outside the brain, I propose 
to remove it. In these cases the exact operation 
depends almost entirely on the conditions that 
are found, and upon those conditions the steps 
of my procedure will depend. In operations for 
Jacksonian epilepsy there are usually two stages, 
in the first of which the bone is removed, and 
the dura mater exposed; whilst in the second 
the membranes are incised, and the brain itself 
inspected forty-eight hours later; but there is 
always a possibility that we may find something 
which will account for the fits, outside the cortex, 
and we may be able to remove the cause without 
opening the brain proper at all. 

(In the operation which was performed, the bone 
and dura mata were found to be normal, but a 
growth was discovered buried amongst the con¬ 
volutions, at the uppermost part of the Rolandic 
area, and apparently growing from the pia mater. 
It was the size of a pigeon’s egg, and did not 
protrude above the level of the surrounding brain. 
It was entirely superficial to the grey matter, 
and was encapsuled. The growth was removed 
without incising the cerebral tissue, and proved 
to be a fibro-sarcoma containing psammomatous 
bodies. The operation was followed by loss of 
power in the right arm. Ten days later the 
patient appeared to have made a satisfactory re¬ 
covery from the direct effects of the operation, 
there having been neither headache nor rise of 
temperature. There was no loss of power in the 
leg, but sensation in all the right side of the body 
and limbs was impaired. All these conditions 
were at this time undergoing daily improvement, 
and the wound had soundly healed). 


THERAPEUTICAL NOTES, &c. 


Aohillodynia. —Romme quotes Albert to the 
effect that achillodynia is essentially characterised 
by the circumstance that standing and walking 
become impossible because of the severe pain 
they cause. This pain disappears entirely when 
the foot is elevated and at rest It is located 
exactly at the insertion of the tendo Achillis- 
On examination there is here found a slight 
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swelling suggesting a thickening of the tendon at 
its point of insertion. There is very little tender¬ 
ness on pressure. At times it seems as if the 
posterior surface of the calcaneum was slightly 
enlarged on each side of the insertion of the 
tendon. 

Schuller held that the symptoms were caused 
by inflammation of the bursa lying between the 
calcaneum and the tendon. 

Clinical observation of this affection shows that 
usually in healthy people, as the effect of trauma 
—for instance, an ill-fitting shoe or a long walk— 
often without any appreciable cause, pain develops 
under the insertion of the tendo Achillis: some¬ 
times it attacks both feet. It comes on gradually 
—at first a dull aching, later almost invariable 
pain on standing or walking. Under simple treat¬ 
ment pain disappears, but is liable to recur. It 
is not liable to be confounded with peritendinous 
cellulitis. 

Roessler saw nine cases of achillodynia, but as 
they got well without operation he had no oppor¬ 
tunity for making pathological studies. With the 
idea that the affection was due to an inflammation 
of the retro-calcaneal bursa, he made a careful 
post-mortem examination of a large number of 
cadavers. He found that the retro-calcaneal 
bursa was placed between the anterior surface of 
the tendo Achillis and the posterior calcaneal 
surface, in the angle formed by these two 
structures, near the insertion and a little below 
the upper border of the greater tuberosity of the 
calcaneum. It is about the size of a fifiy-cent 
piece, and is almost completely covered by a 
tendon. Above and laterally it is covered by the 
fibrous tissue which, running from the borders of 
the tendon, passes toward the bone, forming a 
thin investment. Anteriorly and posteriorly this 
membrane blends with the periosteum and the 
tendinous sheath. In the interior of the cavity 
are almost constantly found fatty fringes coming 
from the adipose periarticular tissue. Of 225 
specimens studied, normal conformation was 
found in very few. Usually the walls of the 
bursa were much thickened. Often there was a 
hypertrophic periostitis with fatty degeneration of 
the hypertrophied layers. Endothelium was often 
desquamating or proliferating, forming several 
layers. In some cases the periosteum corre¬ 
sponding to the anterior wall of the bursa was 


partly atrophied, with subjacent atrophic osteitis 
and the formation of exostoses. Sometimes the 
walls of the bursa were almost cartilaginous. 
Sometimes the fatty fringes formed veritable 
foreign bodies, almost completely filling the cavity 
of the bursa. Very frequently the cavity was 
filled with a viscid liquid. 

Patients are very often sufferers from gonorrhoea. 
The frequency of this disease, however, suggests 
that this may be a simple coincidence. 

Treatment is very simple in acute cases: rest, 
pressure, and evaporating lotions are sufficient to 
relieve. In chronic cases, massage and pressure 
by means of a moist sponge held in place by wet 
bandages usually suffice to bring about a cure. 
If symptoms persist, incision with drainage or 
extirpation of the bursa is advisable. 

La Tribune Me dicalc . . 


The Use of Formalin in Ophthalmic Prac¬ 
tice. —Burnett, of Washington, in the ‘National 
Medical Review/ tells us that formalin is a 40 
per cent, watery solution of formaldehyde. Formal, 
the German preparation, is of approximately the 
same strength. Formaldehyde itself is a strong 
escharotic, and one of the most powerful germicides 
and antiseptics known : animal tissues suspended 
in its fumes are preserved from putrefaction. As 
a tissue-preserver formalin has no superior, and 
will no doubt supplant alcohol for that purpose, 
since it is much cheaper, and has many other 
advantages as a preserving agent. In the first 
place, it does not act by extracting the watery 
constituents from the tissues, and there is there¬ 
fore no shrinkage, and consequently no distortion 
of the elements from their normal relations. The 
tissues also retain much of their original colour and 
transparency: even the crystalline lens does not 
become completely opaque under its influence for 
quite a long while. In the preparation of tissues 
for section for microscopic examination, therefore, 
it is vastly superior to alcohol, or Muller’s fluid, or 
any other agent hitherto employed for that purpose, 
and it has the further advantage of being very 
rapid in its action. An eye will become sufficiently 
hard for cutting in three or four days in a 5 per 
cent, or 10 per cent, solution, which is the strength 
usually employed as a hardening agent. 

The ophthalmological world first became aware 
of the value of this quality of formalin through 
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Professor Leber, of Heidelberg, at the Ophthalmo- 
logical Congress in Edinburgh in 1894. The 
credit of its first use, however, belongs to Hermann. 
Lowe, in 1888, first observed its great germicidal 
power. 

It is feebly if at all toxic: no case has been 
reported of any deleterious effect from its use. It 
surpasses all other antiseptics in the rapidity with 
which it diffuses itself through the tissues, both 
living and dead. One great drawback to the 
efficiency of sublimate, as we know, in addition 
to the toxic effect, is its power of coagulating the 
albumen at or near the surface, which thus not only 
forms a barrier to its further penetration of the 
tissues, but even constitutes a good nidus for the 
development of pathogenic germs. For this reason, 
therefore, formalin should be more useful than any 
other known germicide for that class of infections 
in which the microbes penetrate below the surface 
and into the substance of the tissues. 

Most excellent results have been obtained from 
formalin in infecting ulcers of the cornea and 
purulent conjunctivitis. The corneal ulcer can be 
touched with a solution of 1-200 or 1-500 once 
every day, and a collyrium of 1-1000 or 1-2000 
employed as a general antiseptic. The writer has 
a few times cauterized the ulcer with a 1-100 
solution. One case of serpiginous ulcer he treated 
with formalin alone, and it turned out more 
satisfactorily than he has seen such cases do by 
the old methods. In muco-purulent and purulent 
conjunctivitis his experience with it has been most 
satisfactory. He has not yet relied upon it alone 
in the severe forms of purulent conjunctivitis, but 
in the milder forms he has, and has had no reason 
to regret having done so. Even in the severe 
cases he has used it as a general antiseptic in 
addition to the silver nitrate. In acute catarrh 
of the conjunctiva (pink eye) it has acted most 
promptly when used as a collyrium of the strength 
of 1-1000 or 1-2000, applied every four hours. 
He has also tried it in those cases of chronic 
conjunctival congestion with diminished secretion 
which are often so rebellious to treatment, and in 
most instances with good results. In ulceration of 
the edges of the lids the remedy has seemed to 
act well; the dosage is to be regulated by the 
desired effect, from 1-100 as a mild caustic, to 
1-2000 as a stimulant. The writer commends it 
to the surgeon and dermatologist as most valuable 


in ulcers of the skin of all kinds, and especially for 
those indolent ulcers with hard edges resembling 
epithelioma; he reports the effect on one such 
ulcer of the lower lid as very decided and 
prompt. 

Formalin has the great advantage of not dulling 
the edges of the knives it disinfects. It can also 
be used for washing out the conjunctiva previous 
to operation on the eye, though it causes a slight 
burning sensation, sometimes even in solution of 

I-IOOO. 

So far as the writer’s knowledge of the literature 
of the subject goes, formalin has been used thera¬ 
peutically in eye affections by only a few. Guaita, 
of Siena, and two English surgeons have written 
brief accounts of their experience with it. 

Therapeutic Gazette . 


The Dry Poultice in the Treatment of 
Epididymitis. —In the ‘Journal of Cutaneous 
and Genito-Urinary Diseases,’ Dr. George Emer¬ 
son Brewer reports the successful treatment of a 
number of cases of epididymitis by the “ dry 
poultice.” This name is given to a dressing of 
cotton wool applied thickly over the inflamed 
portion of the organ and extending on to the 
healthy skin. This is covered with thin rubber 
tissue held in place by a snugly applied gauze 
bandage, and the whole placed in a suitable 
suspensory. Pains subside, the inflammation 
disappears, and the organ returns to its healthy 
state. 


Suckling and Quinine. — Oui (‘Arch, de 
Tocologie et de Gynec.*) finds that when the 
mother or nurse takes quinine it has no ill effect 
on the child. The drug is certainly excreted with 
the milk, but in very small quantities. The 
quininized milk has absolutely no influence on the 
child. After a series of careful weighing and 
measurement, it was found that the average was 
the same in children suckled for a given time by 
nurses who had taken quinine as in children 
I whose nurses had not taken that drug. Hence a 
nurse or mother may safely take quinine. BurdePs 
theory that quinine is noxious to the child is 
incorrect, and the precautions which he recom¬ 
mends are therefore unnecessary. 

Med. and Surg. Reporter . 
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A CLINICAL LECTURE 

ON 

A CASE OF PYjEMIA. 


Delivered at the Middlesex Hospital 
By A. PEARCE GOULD, M.S., F.R.C.S. 


Gentlemen, —The case I want to study with you 
this afternoon is that of a woman who was recently 
in Queen Ward for a few hours only. I have 
chosen the case first of all because it was one in 
which we were in doubt as to the nature of the 
illness until the post-mortem examination had 
cleared it up; and secondly, because it is an 
example of a disease which, although very rife in 
surgical wards up to thirty years ago, is now 
happily quite rare. 

The patient was a married woman, set. 37, of 
whose previous history we could learn nothing, 
except that she had had rheumatism on several 
occasions when young. She told us that up to 
the 28th of October she was in good health ; on 
that morning, noticing a tiny pimple on her lower 
lip she pricked it with a needle; soon after this the 
lip swelled, and by that evening had become quite 
painful. Next day a doctor prescribed for her, 
without, however, relieving her pain or arresting 
the swelling; and on the 1st of November the 
swelling had spread from the lip to the chin, and 
the upper part of the neck, and in addition she had 
pain in her back and sides, her head ached, and 
she felt very hot. On the evening of November 
2nd she was admitted to this hospital, and the 
house surgeon recognising the gravity of the case 
sent for me to see her. I found a stout woman 
obviously very ill, with a very considerable 
swelling involving the whole of the lower lip, the 
chin, and spreading down on the neck as far as 
the thyroid cartilage. The lip was very swelled, 
dark in colour, slightly everted, and on the skin 
were two adherent dry clots of blood, one of which 
was over the site of the needle-puncture; there 
was no fluctuation, no pointing, no evidence that 
Vol. IX. No. 10. 
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I could detect of either suppuration or sloughing 
of its tissues. The swelling in the neck was 
superficial to the deep fascia; there were no 
enlarged glands, nor any firm tender cords in the 
neck. The tongue and the tissues of the floor 
of the mouth were not affected. She was 
very restless and distressed, temperature 102*4°, 
pulse 140, respirations 36. I ordered her five 
grains of quinine and fifteen minims of liquor 
morphinae hydrochloratis if she did not sleep, and 
a carbolic fomentation to the lip. Next day her 
condition was not materially altered, except that 
she was complaining of great pain in the chest. 
Dr. Douglas Powell saw her with me, examined 
her chest and found limited dulness over the right 
lateral base, spongy crepitations and friction 
sounds, and sonorous and sibilant rales all over 
both lungs. He ordered six leeches to be applied 
over the right base in the hope of relieving ihe 
pain. This hope was not realised, and she rapidly 
became worse and died in the early morning of 
November 4th, having been in the hospital just 
thirty hours. During this Lime her temperature 
ranged from 103*2° to 99*8° ; she had no rigor 
nor marked remission of temperature, there was 
no sweating, there were no eruptions, no sallow 
tint of the skin, no peculiar odour of breath. We 
were unable to examine her urine as she was 
menstruating. 

Before reading to you the notes of the post¬ 
mortem examination we had better consider the 
problems of diagnosis this case presented. It was 
quite clear that the patient was suffering from some 
intense infective disease of the lower lip, which 
after three or four days had caused general blood- 
poisoning. The diseases which passed through 
my mind were purulent infection, Ludwig’s angina, 
erysipelas, and charbon. As to purulent infection, 
the special features of the case were the absence, 
even after several days, of the usual signs of sup¬ 
puration or sloughing, and the absence of a rigor 
or rigors, and of those marked variations in tem¬ 
perature which usually characterise pyaemia. On 
the other hand, Mr. Murray had introduced a 
platinum point into the lip, and had obtained a 


Digitized by 


Google 


146 The Clinical Journal. 


MR. PEARCE GOULD—PYAEMIA. 


[Dec. 30,1886. 


cultivation of Staphylococcus pyogenes aureus. 
Erysipelas I excluded, because of the limited area 
of skin involved, the gradual fading of the redness 
without the abrupt, slightly raised, well-marked 
and rapidly spreading edge of erysipelas, and 
the absence of any enlargement in the neighbour¬ 
ing lymphatic glands, while a postponement of 
constitutional disturbance for four days after the 
onset of the acute local trouble was a very strong 
point against the diagnosis of erysipelas. Ludwig’s 
angina was at once excluded by noticing that the 
swelling in the neck was entirely superficial to the 
deep fascia, and that the tissues of the floor of 
the mouth were not infiltrated. As to malignant 
pustule, the points in favour of this were the 
occurrence of the swelling in an exposed part of 
the body, the fact of the constitutional disturbance 
being postponed till three or four days after the 
onset of local symptoms, and the marked affection 
of the lungs. On the other hand, the local con¬ 
dition did not support this view ; there was no 
sign of a central flat papule; no evidence of 
sloughing ; no surrounding areola of vesicles such 
as we meet with in charbon. The most probable 
view, therefore, was that we had to do with a peculiar 
form of pus-infection ; but, as I say, the evidence 
was not conclusive on this point before the post¬ 
mortem examination. I will now' read to you the 
leading points of Dr. Voelcker’s notes of the 
autopsy. 

“The lower lip is swollen and rather purple 
on its inner side, close to the alveolar margin 
it is ulcerated; the fraenum of the lower lip 
is also ulcerated; no bare bone is felt; the 
gums are swollen, soft, and purple. An incision 
below the chin shows no sloughing and no 
suppuration, and beyond slight moderate oedema 
there is nothing abnormal noted. A portion of 
the inside of the lower lip was removed, and was 
found to be studded with minute abscesses. The 
tongue and the floor of the mouth are quite 
natural, the veins in the submaxillary region and 
the external and internal jugular veins are filled 
with dark, loosely adherent clot, without any sign 
of softening. This appearance is distinctly ab¬ 
normal, especially where the external jugular joins 
the subclavian. There is no evidence of any 
cellulitis about the lower part of the neck ; no 
pericarditis. On removing the sternum, anterior 
mediastinitis was found, with a few small flakes of 


greenish-yellow fibrinous exudation; both lungs 
covered with recent yellowish green exudation. 
The right heart contains a pale adherent clot; the 
left heart is empty, mitral valves thickened; no 
vegetations. The heart muscle shows distinct cloudy 
swelling; no petechiae. The surface of both lungs 
show's several discoloured circular areas, dark grey- 
green in colour, some with depressed centres, 
others show early suppuration. Around them is 
an hyperaemic zone. The areas vary in size from 
1 to 10 mm. Some of the smallest are merely 
spots of pus; no evidence of actual necrosis of 
the pleurae, or of pneumothorax. The remaining 
lung tissue shows some undue vascularity; no 
pneumonic consolidation ; liver fatty; spleen en¬ 
larged, no infarcts; kidneys large, pale, flabby, 
cortex slightly swollen, consistence diminished, 
marked cloudy swelling, no abscesses. The uterus 
was lined by a decidua-like clot, which floated 
out readily, forming a cast of the uterine cavity; 
a large corpus luteum in the right ovary, with 
yellow crenated edges, and a pale blood-clot 
composing its bulk. A cultivation taken from the 
blood subsequently showed a growth of Staphy¬ 
lococcus pyogenes aureus .” 

The nature of the case was now quite clear. At 
the seat of the primary disease there were numerous 
minute abscesses, much too small to give any dis¬ 
tinct evidence of their presence during life, and in 
the mediastinum and lungs we had evidence of 
the same pus-formation and of the same somewhat 
unusual multiple minute abscesses. A cultivation 
from the fluid of the lip taken during life, and a 
cultivation from the blood after death alike gave 
us a growth of Staphylococcus pyogenes aureus , so 
that the evidence on which we may base our 
diagnosis of pyaemia—by which we mean an infec¬ 
tion of the blood with pyogenic organisms, leading 
to the development of secondary abscesses—was 
complete. 

The special points to which I wish to draw your 
attention in this case are,—first, the peculiarity of 
the local lesion. This was not an ordinary abscess. 
You are so familiar with the rapidly increasing and 
pointing swelling formed by a local infection with 
the pyogenic organisms that I need not labour this 
point. We had no pointing swelling, we had no 
fluctuation, we had no discharge of pus in this 
case, and except for the evidence obtained by 
Mr. Murray we had no signs of the growth of 
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pyogenic Organisms in this lip, and that in spite 
of the fact that we saw the case on the sixth and 
seventh days of the illness. The post-mortem 
result was certainly a quite unusual one; these 
minute collections of pus, too small to be worthy 
of the name of abscesses, were quite different from 
the ordinary effect of inoculation with Staphylo - 
coccus pyogenes aureus . 

The second interesting point is, what was 
the origin of the infection ? On the one hand 
we had the patients statement that she had 
a small, innocent - looking pimple on the 
skin of the lower lip, which she pricked with a 
needle, and in a few hours the whole aspect of 
things was changed, and an acute inflammatory 
swelling developed. On the other hand, at the 
post-mortem, an ulcer was found on the mucous 
surface of the lip close down to the alveolus—an 
ulcer which we could not see during life, because 
the swelling of the lip was so intense that it was 
impossible to evert the lip sufficiently. If we 
adopt the first suggestion we have to account for 
the very rapid change in the virulence of this 
infection. It is conceivable that the needle which 
was used for pricking this pimple may have carried 
some intensely infective growth of staphylococcus 
into the original almost harmless pimple. It is 
not possible to negative this suggestion, but I 
think it is more probable, if the pimple and the 
needle-prick had anything to do with causing this 
acute inflammation of the lip, that it was in quite 
another way. The needle-prick caused a certain 
small amount of haemorrhage, the blood thus 
poured out into the pimple, small in quantity it is 
true, afforded such pabulum to the slightly infective 
organisms there present, that they very rapidly 
assumed an intensely infective character, and set 
up acute inflammation. We know that organisms 
vary in toxic properties very rapidly and markedly, 
as the nutrient material upon which they live varies 
in composition. The virulence of pathogenic 
organisms may be readily reduced by cultivation 
in various media outside the body, and it may be 
at once restored to its original intensity by passing 
through a living animal. We know, too, that if a 
cultivation of Staphylococcus pyogenes aureus is 
introduced into the blood-stream of a healthy 
animal no effects are produced unless a consider¬ 
able quantity is injected; but if an animal has 
previously had one of its bones broken, or a part 


contused, a similar inoculation will set up an acute 
suppuration at the seat of the injury. One of the 
explanations of this is that in the blood which has 
escaped from the blood-vessels at the seat of 
fracture or contusion, the organisms find a pabulum 
not only suitable for their growth, but which adds 
intense virulence to their toxic property, and so to 
their pathological efficiency. The change that we 
often see in pimples and small vesicles and pustules 
on the skin, as the result of a mere needle prick 
which causes a minute haemorrhage, may, I think, 
be explained by the influence of this effused blood 
upon the infective virulence of the organisms 
present. However, the ulcer on the mucous mem¬ 
brane may have been present when this pimple 
on the skin of the lower lip was noticed, and 
the intense inflammation which quickly followed 
that needle prick may have had nothing whatever 
to do with the pimple. Infection of the sub¬ 
mucous tissues of the lip may have occurred 
through the ulcerated surface on the same day 
that the pimple was pricked. 

A third noteworthy point is the absence of 
the usual clinical signs of pus-infection of 
the blood, with secondary abscess, rigors, and 
sweatings. I think we must connect this 
clinical course with the special pathological 
features of the case. We had no large abscess 
suddenly developing and pouring into the blood¬ 
stream a considerable quantity of pyrogenic matter, 
nor* was there a softening venous thrombus dis¬ 
charging suddenly into the blood-stream quantities 
of infective and pyrogenic detritus. The explana¬ 
tions which are usually given of the mode of 
production of a pyaemic rigor are two: either 
that each rigor marks the development of a 
secondary abscess, which rapidly pours into the 
blood a quantity of pyrogenic matter, and so 
causes an acute febrile paroxysm, or that a softened 
thrombus, suddenly bursting into the blood-stream^ 
empties into it a similar large quantity of-fever- 
causing matter ; and the fact that in this case, in 
which there was no rigor and none of the 
evidences of marked variations in body tem¬ 
perature, we found at the post-mortem no large 
abscess and no softened thrombus, supports these 
two theories. I want you to realise that a diagnosis 
of pyaemia must not rest only upon the recognition 
of these acute paroxysms of fever; the essential 
feature of pyaemia is the infection of the blood 
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with pyogenic organisms which grow in some organ 
or tissue and cause secondary abscesses. The 
intensity and the variations in the fever that is set 
up will depend upon what one may call accidental 
circumstances in the case, and do not depend 
upon its essential nature. 

Another point worthy of notice is the pre¬ 
sence of clots in the jugular veins. These 
clots were evidently formed during the few 
hours immediately preceding death; they were 
dark in colour, loosely adherent to the veins, 
and uniform in structure. They showed no signs 
of softening, and differed in no way from clots 
frequently found in vessels quite apart from 
infective disease; but they were found only in the 
veins carrying blood from the primarily infected 
area, and I think that the cause of the clots forming 
in that situation only just before death must have 
been some toxic substance absorbed from the 
acutely inflamed lip. The abscesses found in the 
lungs and the mediastinum were specially in¬ 
teresting because they resembled so closely the 
primary abscesses. There, as in the lip, no large 
abscess was found, but a very great number of 
quite minute ones, and evidently the particular 
growth of Staphylococcus pyogenes aureus which 
led to the multiple minute abscesses of the lip, 
and to the multiple minute abscesses of the lung 
and mediastinum, in some way differed from the 
more common form of this coccus, and did not 
lead to the formation of single or large centres of 
suppuration. The resemblance between the secon¬ 
dary and primary foci of disease was not accidental 
but inherent, and depended upon the peculiar 
nature of the infecting organisms. 

These were, I think, the special features of this 
somewhat remarkable case of pyaemia. It also 
exhibited certain features common in pyaemia, 
which I may just briefly mention. The first is the 
class of patient attacked. Pyaemia is a disease very 
rare in childhood, rare also quite late in life, and 
it attacks chiefly patients of middle age, and par¬ 
ticularly those who have some chronic visceral 
mischief, and the fatty liver that was found in our 
patient was not an unimportant condition. We 
know nothing of the patient’s habits, but we found 
no evidence post mortem that she had been 
addicted to alcohol, except the presence of much 
fat in the omentum and other parts; nor was 
there evidence of syphilis, but there was marked 


fatty degeneration of the liver. The second 
common feature was the selection of one or, at 
most, two parts of the body for the secondary 
abscesses. While in cases of pyaemia abscesses 
may occur in any part, it has been for a long time 
well known that a certain selection of places for 
the secondary abscesses is quite a common feature. 
For example, after injuries of the bones of the 
head and sinuses, the liver is the special seat for 
secondary abscesses. In pyaemia arising from 
suppuration of the other bones, abscesses in the 
heart and suppurative pericarditis are especially 
frequent. Here we had this infective material 
circulating in the whole blood, but setting up its 
special effects only in the lungs and the cellular 
tissue of the mediastinum. A third common 
point was the acute course of the inflammation in 
the lip. It is well known that inflammatory affec¬ 
tions in the lip run a very rapid and severe 
course. The difference between the course and 
danger of a carbuncle on the back of the neck 
and a carbuncle on the lip—of course I do not 
refer to malignant pustule—is very marked. The 
frequency with which the suppuration on the lip 
is followed by general infection is well recognised. 
The last point of all to which I would refer is the 
futility of treatment in cases of acute pyaemia. 
Had I to point the moral that “prevention is 
better than cure,” I could take no more striking 
case than that of pyaemia, where prevention of the 
local infection is as a rule so simple, and the 
impotence of the surgeon or physician to deal 
with the general infection so complete! 


REMARKS ON SOME POINTS IN THE 
DIAGNOSIS AND TREATMENT 

OF 

NASAL DISEASES. 


Delivered at the Brixton Medical Society, on 
November 26th, 1896, 

By JAMES B. BALL, M.D., M.R.C.P. 


Chronic Purulent Discharge. 


I wish in the first place to make some remarks 
on cases, of not uncommon occurrence, in which a 
chronic purulent discharge from the nose is the 
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main symptom. The discharge may vary in 
character. It may be rather copious, so as to run 
from the nostrils, or it may merely appear in the 
handkerchief when the nose is blown. The dis¬ 
charge also may take place principally, or even 
wholly, through the posterior nares, into the throat. 
Again, the discharge may consist not so much of 
liquid pus as of inspissated lumps and crusts. 
Now, in considering this symptom, I am going to 
leave wholly out of consideration such diseases as 
syphilis, lupus, and malignant disease, all of 
which, as we know, may be attended with a 
purulent discharge, and confine my remarks to 
certain common and what I may call more strictly 
local affections of the nose. In the first place we 
must satisfy ourselves in certain cases that the 
discharge of pus is really from the nasal passages, 
stnd not merely from a pustular or eczematous 
condition of the skin lining the entrance or vesti¬ 
bule of the passages. The two conditions often 
co-exist, especially in children, for a discharge of 
pus may irritate and infect the skin at the orifices. 
If the orifices are carefully cleaned of crusts, it 
will be easy to see if the trouble is confined to 
this region. In cases of chronic purulent discharge 
from the nose, there are certain points to be noted, 
all of which may have an important bearing on the 
diagnosis. These are: 1st, whether the discharge 
is from one nostril only or from both ; 2nd, if it 
be foetid or non-foetid ; 3rd, whether fcetor, if pre¬ 
sent, is obvious to those around the patient, or 
whether, as in a certain class of cases, it is only 
experienced by the patients themselves; 4th, 
whether the discharge is in the form of liquid pus, 
or whether it is mainly or wholly of inspissated 
lumps or crusts. 

Let us now consider the simplest form of 
chronic purulent nasal discharge, viz. a chronic 
purulent nasal catarrh or chronic purulent rhinitis. 
The discharge is from both nostrils, and is non- 
foetid in character. This is a condition almost 
exclusively met with in children. The complaint 
often dates from an attack of measles or scarlet 
fever. Whatever the history, however, the point 
I would lay particular stress upon is that it 
develops especially in children suffering from 
adenoid growths in the naso-pharynx. Some time 
ago I looked up the notes of all the cases of this 
kind I had attended, either at the hospital or else¬ 
where, and I found that 86 per cent of them were 


noted as having adenoid growths; so that these 
growths must be regarded as a most important pre¬ 
disposing cause, and conversely a chronic purulent 
catarrh should be regarded as a very significant 
symptom of the presence of these growths in a 
child. 

There is another class of cases we occasionally 
meet with in children, viz. that in which there 
exists a purulent, and usually foetid discharge from 
one nostril only. It may have existed for some 
weeks, months, or years at the time it comes 
under observation, but whatever the history may 
be we should always suspect a foreign body in a 
case of unilateral foetid purulent discharge in a 
child. Probably we all have had this impressed 
upon us before, but we are apt to overlook it when 
the case presents itself. I get such a case two or 
three times a year in my department at the West 
London Hospital. Of course, there is no history 
of a foreign body. Had there been so the nature 
of the case would have been clear, and it would 
have been cured long before. These cases, how¬ 
ever, have often been under treatment for a long 
time, and various lotions have been used without 
benefit. Careful examination with a good light 
and a probe, and if necessary under an anaesthetic, 
reveals a foreign body. It may prove to be. a 
boot-button, a bead, a cherry-stone, a piece of 
coal, a piece of paper, or almost any conceivable 
substance, the removal of which causes immediate 
cessation of the symptoms. Sometimes the foreign 
body is found coated over with calcareous matter, 
constituting a so-called rhinolith. The removal 
of foreign bodies from the nose is, I think, nearly 
always most readily performed with a slender pair 
of forceps, or a probe which has been suitably bent 
near the extremity. I prefer this to syringing a 
stream of water through the opposite nostril. A 
little pledget of wool, soaked in a 10 per cent, 
solution of cocaine, placed in the nose for a few 
minutes before attempting any manipulation, is a 
great help both for the detection and removal of 
foreign bodies. Chloroform is necessary if the 
child is very timid or unmanageable. 

I repeat, then, that a unilateral purulent nasal 
discharge in a child suggests strongly a foreign 
body. In an adult it is different. Adults do not 
clandestinely push foreign bodies into the nose, 
unless they are mentally afflicted. There is, how¬ 
ever, a class of cases, of not such uncommon 
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occurrence, in which an adult complains of a 
discharge of foetid pus from one side of the nose. 
The pus in these cases may be discharged 
chiefly forwards from the nostril, or mainly back¬ 
wards into the throat. The patient complains of 
a nasty smell and of a nasty taste in the throat. 
If, then, a patient comes complaining of a purulent 
discharge from one nostril, which smells nastily 
and tastes nastily in the throat, what should we 
suspect? Unquestionably we should suspect a 
discharge of pus from the antrum. At any rate, 
we should suspect a purulent discharge from one 
of the accessory sinuses. Several accessory sinuses 
open into the nose—the antrum, the frontal sinus, 
the ethmoidal cells, the sphenoidal sinus,—and any 
of them, or more than one of them, may be 
affected, but the antrum is that most frequently 
affected, and it is of this we should always think 
in the first place. There is another point about 
these antrum cases that is of considerable import¬ 
ance to remember, and that is that the fcetor is 
noticed chiefly or wholly by the patients them¬ 
selves. Any case of purulent discharge from the 
nose, where the patient complains of the smell, 
although there is no smell perceptible to the 
bystander, should suggest antrum (or other sinus) 
suppuration; and this, I may add, whether the 
discharge be from one or both sides, because of 
course the sinuses on both sides may be affected 
in some cases, though this is exceptional. These 
cases of antrum suppuration are not uncommon, 
and are often overlooked. 

There remains an important affection of the 
nose, characterised by a purulent foetid discharge 
from both nostrils, viz. the disease usually known 
as simple ozaena. This is an affection of a very 
chronic character, occurring much more frequently 
in the female than in the male sex, commencing 
usually about the age of puberty, and always 
more pronounced in yotlog subjects. The patho¬ 
logical process underlying dws . disease is a pro¬ 
gressive atrophy< of the nasal mucous membrane, 
and the, characteristic feature from: which the 
disease derives its name is a peculiar • nature of 
the purulent secretion* which causes it to become 
rapidly foetid, and to dry into lumps and crusts. 
The >breath r df these patients JbaS an extremely 
foetid* sidriyodotrr r derived from: the foetid nasal 
secretion ;• but it ii to be noted. that the patiefits 
themselves; very rarely * indeed; are conscious of 


any unpleasant odour. This is due to the fact 
that their sense of smell is blunted, or entirely 
lost, so that they contrast in this respect with the 
antrum patients, who are very conscious of the 
unpleasant odour, although those around may 
notice none. The two characteristics, then, of 
ozaena are a periodical discharge of offensive 
crusts, and the offensive sickly odour of the breath 
of which the patient is unconscious. Remember, 
too, that the odour resides in the secretions, so 
in practice the treatment resolves itself into keep¬ 
ing the nose clear of crusts and secretions. 


Chronic Nasal Obstruction. 


Chronic nasal obstruction is an important 
symptom about which I should like to say a few 
words. What we mean by nasal obstruction is a 
condition of things which leads an individual to 
breathe habitually through the mouth, instead of 
through the nose, which latter is the normal re¬ 
spiratory passage. Now, the stenosis of the nasal 
or naso-pharyngeal passages need not be so great 
as one is apt to think, to produce this result. If 
one side of the nose is blocked, for instance, by 
a polypus or a deflected septum, it will almost in¬ 
variably lead to mouth-breathing, even though the 
other side is quite free. Again, adenoid vegetations 
of the naso-pharynx rarely, if ever, completely block 
the passage-way for air, yet we observe habitual 
mouth-breathing to result from a moderate amount 
of these growths. The principal question, therefore, 
to be considered in estimating the degree of ste¬ 
nosis is this: does the patient habitually breathe 
through the mouth, waking and sleeping ? If he 
does, then there is a morbid condition present, 
which we call nasal obstruction. It is not enough 
that when the patient’s attention is directed to it, 
he can shut his mouth and breathe for a length 
of time through the nose. The point is, does he 
habitually do so or not? If he does not, then 
there is sufficient narrowing of the nasal passage¬ 
way to lead to habitual mouth-breathing ; and this 
alone* especially in children, may be an adequate 
indication for operative interference in certain 
affections. 

Nasal obstruction produces its ill-effects at all 
ages. It is not my purpose, however, to dwell on 
these various ill^ffects. I merely wish now to 
call attention to certain injurious results of chronic 
mouth-breadiing whjqh arise in childhood, during 
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the period of growth and development. It is in 
children that the typical aspect of face is developed. 
The lower jaw is dropped, the lips are parted, the 
nose is pinched, the natural lines of the face are 
obliterated. The face is elongated, dull, and 
expressionless. The upper jaw undergoes a pecu¬ 
liar deformity from a very early age, consisting 
mainly of a lateral compression of the alveolar 
arch, with elevation of the arch of the palate, and 
elongation of the upper jaw from before backwards. 
It is in the period of the second dentition that this 
deformity becomes especially marked. The arch 
of the palate becomes proportionally higher and 
narrower, and the fore part of the alveolus projects 
more and more forwards from elongation of the 
upper jaw, so that the upper incisors may project 
far beyond the corresponding lower teeth. The 
alveolar ridge assumes a V shape, instead of the 
natural elliptical shape, and the lateral incisors and 
canines are often pushed out of place. The chest 
also may undergo malformation in young children 
with nasal obstruction. 

The usual cause of chronic nasal obstruction in 
children is, as is well known, adenoid growths, or 
in other words, hypertrophy of the normal adenoid 
or tonsil tissue in the vaults of the naso-pharynx. 
As adult life approaches, this so-called pharyngeal 
tonsil atrophies, but persistent mouth-breathing 
often remains. Habit may have something to do 
with this, but the main reason for its persistence is 
tl^t in the long period during which nasal respi¬ 
ration has been in abeyance, the alae nasi have 
become permanently collapsed. These persons 
can expire freely through the nose, but inspiration 
is impeded by a sucking in of the alae, and so 
mouth-breathing is permanently established. 

In adults, apart from this persistence of mouth¬ 
breathing from childhood, the most frequent cause 
of nasal obstruction is a deflected septum, a very 
opmmon condition indeed, commoner than one is 
apt to suppose. It may exist as a simple bend in 
the cartilage or bone, or as a ridge or outgrowth 
from the septum. Next in frequency is a hyper¬ 
trophic thickening of the mucops membrane, and 
next to this comes mucous polypus. The first two 
of these conditions—deflected septum and hyper¬ 
trophy of the mucous membrane—are not exactly 
confined to adults. One meets them in older 
children, but not often. Mucous polypi, however, 
are practically confined to adults; they do not 


occur under sixteen years of age. This is the rule. 
I have seen two or three cases under sixteen. 
Under thirteen, mucous polypus is one of the 
rarities of rhinological practice. 

Epistaxis. 

Haemorrhage from the nose is a subject on 
which much might be said, whether regarded as a 
symptom or as a disease in itself; I shall, however, 
confine myself to one point, viz. the site from 
which the haemorrhage usually proceeds. Now 
the site of haemorrhage is, in the rare majority of 
cases, on the septum at its anterior and lower 
parts, just a little within where the skin lining 
the vestibule of the nose ends, and the mucous 
membrane begins. This has an important bearing 
on treatment, for an anterior plug properly applied 
will invariably arrest the haemorrhage from this 
point, and will therefore suffice in the great 
majority of cases. Too often this is employed 
in a manner which is quite inefficacious. A conical 
plug is often made and inserted into the nose in 
an upward and backward direction, the entrance 
to the nose is tightly packed, but the point of the 
plug lies comparatively loosely in the nose, and 
may not even be in contact with the bleeding 
point on the septum. In point of fact, no plug 
that one fashions beforehand can be expected to 
fit accurately and tightly into the irregularly-shaped 
space of the nasal cavity. Many plans for effi¬ 
ciently plugging the anterior region of the nose 
are employed, but one easy and effective way is to 
take a long narrow strip of lint, or iodoform gauze, 
and to pass it in with a probe for a distance of 
about an inch and a half close along the floor, and 
then to push in the strip gradually and slowly, bit 
by bit, packing all the anterior part of the nose 
from the floor upwards. This will rarely fail. The 
knowledge that the anterior and lower part of the 
septum is the usual site of haemorrhage becomes 
thus of very great practical utility. It is of course 
impossible to make any satisfactory examination 
of the nose during an attack of haemorrhage, but 
in cases of frequently recurring haemorrhage we 
can examine the nose during an interval. We 
shall then find, almost invariably, a spot on this 
part of the septum which bleeds readily on being 
touched. There is often an obvious erosion 
covered with blood-clot or crust, the removal of 
which is attended with bleeding. The application 
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of the galvano-cautery, or even of solid nitrate of 
silver, to this point, may cure the case. 

Nasal Washes. 

There is a method of treatment which is 
applicable in many chronic catarrhal affections of 
the nose and naso-pharynx, about which I should 
like to say something. I mean the employment 
of nasal washes, or collunaria, as they are called. 
Now, nasal washes are used partly no doubt from 
their supposed direct effect on the nasal mucous 
membrane, but primarily and principally for the 
removal of secretions, whether viscid mucus, 
muco-pus, pus, foetid or inspissated secretions, or 
crusts, whether from the nose or naso-pharynx, for 
it must be recollected that the naso pharynx can 
be conveniently reached only by fluids passed 
through the nose. 

The nasal mucous membrane is peculiarly 
irritable, and it is only certain fluids which agree 
with it, and there are, moreover, many precautions 
to be observed when using nasal washes. The 
first point is never to use a lotion in the nose quite 
cold. Cold fluids are found to irritate the nose. 
The lotion should always be slightly warm. The 
next point is not to use fluids of too low a specific 
gravity, such as plain water; nor, on the other 
hand, those which are of too high specific gravity, 
such as strong solutions of salt. Neutral or 
slightly alkaline saline solutions, containing 
chloride of sodium, borax, or bicarbonate of 
sodium, one or more of these ingredients, will be 
found to agree best. 

Saccharine solutions also are found by experience 
to agree well. The alkaline salts, bicarbonate of 
sodium and borax, are especially useful in loosening 
and washing away inspissated or dried secretions. 
If an antiseptic is desired, boracic acid is the best. 
Carbolic acid and perchloride of mercury, though 
more powerful antiseptics, are irritating to the nose 
even in weak solutions. Boric acid, borax, bi¬ 
carbonate of sodium, chloride of sodium, and 
powdered sugar form the ingredients of most of 
the nasal washes in common use, and we cannot 
do better than to keep to these for routine use. 
As regards strength, it will be generally found that 
from five to ten grains to the ounce of any of the 
above, or of any combination of them, will be 
sufficient. If we order a solution containing any 
of the above we must order double strength, so as 


to enable the patient to add an equal quantity of 
hot water before use; but as some four or five 
ounces, often more, has generally to be used at a 
time, it is more convenient to order the ingredients 
in a powder, and direct the patient to dissolve so 
much in so much warm water each time. A suffi¬ 
ciently accurate way, and convenient to remember, 
is to order two teaspoonfuls of any combination of 
the above to be dissolved in a pint of warm water, 
a teaspoonful in a tumbler of warm water, or half a 
teaspoonful in half a tumbler, according to the 
quantity required to be used each time. The 
following are some of the usual formulae for powders 
to be used in this way. Bicarbonate of sodium 
one part, borax one part, powdered sugar two 
parts; or bicarbonate of sodium, borax, and 
chloride of sodium, of each one part, powdered 
sugar two parts. If we wish to use boric acid, we 
cannot do better than order equal parts of boric 
acid and borax. Boric acid is rather slow in dis¬ 
solving, but equal parts of boric acid and borax 
form a very soluble powder, and the combination 
is equally antiseptic. Equal parts of bicarbonate 
of sodium and borax, again, is a useful and cheap 
combination, and very efficient in cases of ozaena, 
for cleansing the nose of crusts. 

Now, as to the methods of applying these nasal 
washes, we have the following. A patient can 
simply sniff up a lotion, or the lotion may be 
introduced from a spray apparatus, a nasal syringe, 
or a syphon douche. With regard to the fi^t 
method, it is neither very agreeable to the patient 
nor very effective, and it should only be used as a 
temporary measure. A spray apparatus, again, is 
very inferior to the syringe or douche apparatus, 
for cleansing purposes, though a strong coarse 
spray, delivered from a vulcanite nozzle which fits 
the nostril, acts fairly well in this respect. On the 
whole, the syringe or douche is to be preferred for 
routine work. With either, a stream is passed in 
at one nostril and out at the other, the passage of 
the fluid causing a reflex contraction of the soft 
palate which prevents it from running down the 
pharynx. There are certain rules and precautions 
to be adopted in passing a stream thus through 
the nose, and these apply especially to the douche. 
It is, of course, obvious that if either nostril is 
completely obstructed and impervious to the 
passage of air, a stream of fluid cannot be passed, 

| and it is both useless and dangerous to attempt to 
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force a passage in this way. The patient’s head 
should be kept in an upright position, or inclined 
slightly forwards. A too forward or too backward 
position may cause fluid to enter the frontal sinus 
or the Eustachian tubes. If one nasal passage is 
narrower or more obstructed than the other, the 
stream should be directed in at the narrower 
passage, so that the fluid shall escape as easily as 
it enters; otherwise, you may get too high a 
pressure and force fluid into the Eustachian tubes. 
Lastly, and this is most important, if the douche 
is used, the vessel containing the fluid should not 
be raised too high—not higher than the top of 
the patient’s head, so as to avoid too high a 
pressure. This is the only safe rule. You may 
raise it much higher with impunity, but you may 
do it once too often. I have recently seen a case 
of double otitis media result from neglect of this 
precaution. As to the comparative value of the 
douche and the syringe, speaking for myself I 
prefer the syringe as a rule. I hardly see what 
can be accomplished with the douche which may 
not be done with the syringe, and the use of the 
syringe is a much simpler and more easily em¬ 
ployed method. For ordinary purposes the proper 
syringe to use is a rubber ball syringe, with a 
conical vulcanite nozzle, to fit the nostril. A two- 
ounce rubber syringe of this kind is what I direct 
patients to use. 

These nasal washes are useful in most chronic 
catarrhal affections of the nose and post-nasal 
region. They are useful in all cases where there are 
purulent secretions to remove from the nose, from 
whatever cause, and especially essential for the 
removal of foetid secretion and crusts. They may 
be required once, twice, or three times a day, 
according to the amount and nature of the secre¬ 
tion. Then there is a common class of cases 
where the patient complains of phlegm in the 
throat, especially in the mornings, which he has 
difficulty in removing by hawking and spitting. 
There is perhaps marked chronic pharyngitis or 
perhaps not, but in these cases there is always an 
excessive secretion proceeding from the naso¬ 
pharynx, and this may really proceed from the 
nose through the posterior nares. A warm 
alkaline collunarium used every morning gives 
these patients relief. Gargles for this purpose are 
ineffectual, though I often combine the two, by 
ordering the patient to pass two or three syringe¬ 


fuls of the warm alkaline lotion through the nose 
and then finish what remains in the tumbler by 
gargling. Collunaria are especially useful in cases 
of this kind (post-nasal catarrh), where dried crusts 
form in the naso-pharynx. These the patient 
finds very hard to dislodge by hawking efforts, but 
a nasal wash used regularly gives great relief. In 
ozaena the regular use of nasal washes is practically 
the only treatment. Disinfectants are not necessary, 
nor are they of much use. The odour resides in 
the crusts, and can only be kept under by washing 
them away. The douche is then often the best 
method, as a considerable quantity of fluid has 
to be used. In children the use of nasal washes 
is sometimes difficult at first, though with a little 
patience they can generally be got to allow them 
to be used. It is not advisable, however, to 
forcibly syringe the nose while a child is screaming 
and gulping, as fluid may be driven into the 
Eustachian tubes. 


A CLINICAL LECTURE 

ON 

SYPHILITIC DISEASE OF THE 
TRACHEA. 

Delivered at the Brompton Hospital, on Nov. 18, 1896. 

By PERCY KIDD, M.A., M.D., F.R.C.P., 

Physician to the Hospital for Consumption and Diseases 
of the Chest, Brompton ; Assistant Physician to the 
London Hospital. 


Gentlemen, —I have to commence with the con¬ 
fession that I have no patients to show you. This 
constitutes a departure from our usual practice at 
these lectures, which we have endeavoured, as far 
as possible, to make clinical demonstrations. But 
it was felt that there are some subjects which 
hardly admit of clinical demonstration, and yet 
which are of sufficient importance to warrant their 
being included in a course of this description. 

The subject of the lecture which I have chosen 
is a somewhat uncommon one, but it is of some 
importance as it may easily give rise to mistakes 
in diagnosis and treatment, if we are not acquainted 
with its main features. 

Under syphilitic disease of the trachea we need 
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only speak of tertiary lesions, for of the secondary 
manifestations of the disease we know practically 
nothing. Tertiary syphilitic lesions consist of a 
specific cellular infiltration of the mucous mem¬ 
brane characterised by the development of a small- 
celled growth. This small-celled growth, or 
gummatous infiltration, may affect comparatively 
small areas of the trachea, but is more commonly 
diffused. It is important to note that the disease 
shows a marked preference for the lower end of 
the trachea, often invading the main bronchi also. 
The stage of infiltration is, as far as we know, 
generally followed by ulceration. Syphilitic ulcer¬ 
ation of the trachea resembles similar disease of 
the larynx and pharynx,—that is to say, it is deep 
and often sinuous in outline, and a marked feature 
of the ulceration is that when it heals it gives rise 
to the formation of a dense cicatricial fibrous 
tissue, which commonly contracts to a very great 
extent. From the diffused nature of the infiltration 
or syphiloma, the resulting contraction is generally 
somewhat diffused or tubular, but occasionally it is 
sharply defined and gives rise to an annular or 
diaphragmatic stenosis. 

After the lecture I will demonstrate to you 
several pathological specimens, illustrating the 
main features of this disease. 

Before leaving the anatomical side of the ques¬ 
tion I may mention that in several instances we 
have fpund on microscopical examination, a com¬ 
bination of syphilis and tuberculosis. In most, 
perhaps in all of these instances, the syphilis was the 
primary disease of the trachea, the tubercle secon¬ 
dary, and connected with pulmonary tuberculosis. 

For our recognition of tracheal syphilis w f e have 
to depend on the detection of its most important 
result—that is to say, stenosis of the windpipe. 
The Common history of such a case for some time 
resembles that of chronic bronchitis. The patient 
at first complains of a chronic cough and expec¬ 
toration* ahd by degrees dyspnoea makes its 
appearance. This dyspnoea is slowly progressive, 
and when the disease is fully developed, constitutes 
the most pronounced and distressing feature of the 
complaint. The patients complain of a constant 
sense of constriction referred to the chest, or 
describe a sensation at the root of the neck 
resembling that due, to the presence of a foreign 
body. In many cases the dyspnoea, which is for 
the most part constant, assumes a paroxysmal 


character after a time. Some of these paroxysms 
very closely resemble an asthmatic seizure. 
Similar attacks are found in cases of aneurysm or 
of tumours which compress the trachea. The 
most probable, explanation of these attacks was 
suggested by the late Dr, Bristowe, who referred 
them to accumulations of secretions at the point 
of stenosis, leading to violent attacks of cough and 
dyspnoea. In a well-marked case we find the 
patient extremely dyspnoeic, and we notice that 
the respiration is accompanied by stridor. This 
stridor accompanies both the inspiratory and the 
expiratory acts, but is most pronounced with 
inspiration. Some years ago Professor Gerhardt 
drew attention to the fact that in tracheal stenosis 
the respiratory excursions of the larynx are very 
slight; whereas, according to the same author, in 
stenosis of the larynx these excursions are often 
very pronounced, the larynx descending with 
inspiration considerably more than one centimetre, 
and ascending again with expiration. In fact, he 
gave it as his opinion that in a given case of 
spasmodic dyspnoea depending on stenosis of the 
larynx or trachea, it maybe safely assumed that 
the obstruction is situated at the lower end of the 
trachea if the inspiratory descent of the larynx 
does not exceed one centimetre. Gerhardt explains 
this respiratory movement of the larynx as follows: 

(1) During inspiration the descent of the 
diaphragm communicates a downward movement 
to the root of the lung and to the trachea, as the 
result of which the larynx descends. 

(2) The negative pressure produced during 
inspiration in the lungs and air-passages below the 
point of stenosis leads to a similar descent of the 
larynx and trachea. 

(3) The downward movement of the larynx is 
also partly effected by a contraction of the 
sterno-thyroid and sterno-hyoid muscles. 

Gerhardt himself attaches most importance to 
the first of these agencies. The accent of the 
larynx is attributed to contraction of the mylo¬ 
hyoid and genio-hyoid muscles. In cases of tracheal 
stenosis, according to his views, the traction 
exerted by the diaphragm on the root of .the lung 
is not communicated to the larynx owing to the 
elasticity of the intervening tracheal wall. This 
explanation has always seemed to mp difficult to 
understand, and not altogether satisfactory. 
Although Gerhardt refers to some ; experiments on 
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a recently killed rabbit, in which the diaphragm 
was subjected to faradisation and the trachea was 
obstructed at* different points, in confirmation of 
his views, I felt that it was desirable to re-examine 
the question, Accordingly, some years ago, Mr. 
Victor Horsley was kind enough at my suggestion 
to make some observations on anaesthetised 
animals (monkey, cat, and dog). The larynx 
and trachea were exposed to view, and a clamp 
was applied, first immediately below the larynx, 
and subsequently to the lower end of the trachea; 
and the phenomena of the resulting dyspnoea were 
carefully observed. It was found that the respi¬ 
ratory excursions of the larynx differed in no 
respect whether the obstruction was situated at 
the upper or the lower end of the trachea. Owing 
to various causes these observations were not 
carried any [further at the time. As a matter 
of clinical experience, I cannot say that 
I have beei\ able to verify the truth of 
Gerhardt’s statement concerning the relative 
degree of respiratory excursions of the larynx 
in stenosis of thfc larynx and trachea. In 

several cases of pronounced laryngeal stenosis in 
adults, I have found that the respiratory excursions 
of the larynx were considerably less than 1 centi¬ 
metre ; and in one case, at least, of tracheal 
stenosis, the excursions slightly exceeded this 
amount. It has seemed to me that the following 
considerations supply a possible explanation of the 
differences observed by Gerhardt. Laryngeal 
stenosis is undoubtedly commoner, and produces 
more palpable results in children, in whom, from 
the general elasticity of the parts, we might 
expect a greater range of respiratory movement of 
the larynx than in adults ; whereas in children the 
opportunities of studying the effects of tracheal 
stenosis (as apart from laryngeal) are decidedly 
scanty. And, secondly, in adults, in whom 
tracheal stenosis is very much commoner than in 
children, this is mostly the result of the pressure 
of tumours, aneurysms, and so forth. Ih such 
cases we know that it is usual to find more ordess 
adhesion between the tumour and the trachea, 
which would account for a restricted movement of 
the larynx and trachea. At the same time,. I do 
not profess to regard this, explanation as at ^11 
complete, but I,maintain ;that'the whole subject 
requires re-consideration,«» • 

L Turning now.to the aspect of patients suffering 


from tracheal stenosis, it is well known, from 
Gerhardt’s observations, that the patient assumes 
a,characteristic attitude. The chin is somewhat 
depressed and the head slightly thrown forwards, 
contrasting strangely with the position commonly 
assumed when the larynx is obstructed In the 
latter case ^he head is always more or less thrown 
back. Gerhardt considers that the first position 
is designed to relax the trachea as far as possible, 
and thus to give more room, whereas the retracted 
position of the head in laryngeal stenosis has the 
effect of compressing the anterior surface of the 
cricoid cartilage, and causing a slight rotation on 
its articulating surfaces, whereby the vocal cords 
are relaxed. Whether this be the complete ex¬ 
planation or not, it is a fact that these different 
postures are exhibited by patients suffering from 
the two affections. 

In patients suffering from this complaint the 
voice is clear, but often weak from the diminished 
force of the expiratory current. 

Tracheoscopy may enable us to localise the 
obstruction in the trachea, though this is often not 
an easy matter. This difficulty is due, perhaps, 
partly to the situation of the disease at the lower 
end of the trachea, and partly to the fact that the 
narrowing is usually gradual or shelving, in con¬ 
sequence of which the perspective is apt to be 
very puzzling. Nevertheless, by means of the 
laryngoscope we can at once exclude any ob¬ 
struction of the larynx, and when the other 
symptoms point to stenosis of the main air- 
passages, we can then feel a considerable amount 
of confidence in diagnosing the existence of 
tracheal stenosis. 


Physical examination of the chest discloses 
weakness of breath sounds on both sides, and, as 
a rule, we find a more or less persistent rhonchus 
and tracheal breathing over the course of the 
trachea, t^at is to say,; down the sternum. . r 
The localisation pf this stridor or rhonchus is 
of some importance. When fpund in* the situa¬ 
tion mentioned it is highly significant j but when, 
as often happens, it is heard over the greater 
part of the chest, it may be difficult to assign any 
great importance to it, in the absence of other 
signs* I may here give a note of warning as to 
the physical examination of the chest generally, 
in cases of, stenosis of the trachea qr larynx. In 
this condition ,jt is not uncoipjmon tp find* not 
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only over the sternum but also at the apices of 
the lungs, breathing of a tracheal or tubular 
quality. In such a case we should not venture 
to diagnose consolidation of the lung unless we 
have, at the same time, some degree of dulness to 
percussion. I have known many instances where 
neglect of this precaution has led to the diagnosis 
of pulmonary disease, where nothing but obstruc¬ 
tion of the larynx or trachea existed. 

The diagnosis of stenosis of the trachea is 
generally easy, and may be said to be based on 
the following points. The respiration is ac¬ 
companied by stridor, both inspiratory and 
expiratory, inspiratory stridor predominating; 
sonorous rhonchus and tracheal breathing are 
heard over the course of the trachea, the breath 
sounds are weak on both sides, and the laryngo¬ 
scope shows that the larynx is free from obstruc¬ 
tion. Under these circumstances we may diagnose 
with confidence tracheal stenosis, or, what is very 
much rarer, stenosis of both main bronchi, but 
tracheoscopy alone can distinguish between these 
two conditions. When we come to discriminate 
the cause of the stenosis we are met with much 
greater difficulties. Stenosis of the trachea may 
be divided into internal and external. Internal 
stenosis may be due to (i) syphilitic stricture, 
(ii) growths, malignant or benign (a very rare 
condition), or (iii) to contraction following a 
tracheotomy wound. In addition, there are 
certain extremely rare causes of internal stenosis 
which I may just enumerate,—a form of tuber¬ 
culosis closely allied to lupus, rhinoscleroma, 
glanders, and leprosy. But these causes are so 
uncommon that I shall not further consider them. 

External stenosis is the result of compression, 
the commonest causes being enlargement of the 
thyroid gland, aneurysms, and mediastinal tumours. 
Among the occasional causes of external com¬ 
pression may be mentioned enlarged tubercular 
glands (mostly found in children), pericardial 
effusions, dilatation of the left auricle in cases of 
mitral stenosis, and large pleural effusions in 
children. 

The first point in the differential diagnosis of 
the cause of stenosis is to distinguish the internal 
from the external group. In the diagnosis of 
external compression we seek for signs of pressure— 
inequality of the pulses on the two sides, enlarge¬ 
ment of the veins of the chest-wall and neck, 


signs of oesophageal obstruction, paralysis of one 
vocal cord, displacement of the heart, alterations 
of the second sound of the heart over the aorta, 
and lastly, inequality of the pupils. In the 
absence of all these signs of compression, may we 
assume that the stenosis is due to internal stric¬ 
ture ? Not at once, for a small aneurysm springing 
from the posterior part of the transverse arch will 
give all the signs of intra-tracheal stenosis. How 
then are we to discriminate syphilitic stricture 
from a small aneurysm of this sort, or from other 
causes of internal stenosis ? In the first place, as 
Gerhardt has pointed out, the history furnishes 
most valuable indications. Remembering that 
syphilitic disease of the trachea consists of a 
cellular infiltration or syphiloma, followed by 
ulceration and contraction, we should expect to 
find an initial stage in which symptoms of irritation 
prevail, followed by a stage of increasing dyspnoea 
from the cicatrisation of the ulcers. As a matter 
of fact, the rule is to find a history of chronic 
cough gradually succeeded by the development of 
progressive dyspnoea. Now, in aneurysms, or in 
the rare cases of primary tumour of the trachea, 
the first symptom to attract attention is dyspnoea. 
Cough, if it arise at all, is a secondary symptom, 
and is seldom so pronounced as in syphilitic 
disease. In the case of contraction of the trachea 
from a tracheotomy wound, the nature of the 
complaint will be at once obvious. To recapitu¬ 
late briefly, the diagnosis of this disease turns, in 
the first place, on the recognition of tracheal 
stenosis, and further, on the absence of signs of 
external pressure, together with a careful con¬ 
sideration of the history, including evidence of 
past syphilitic infection. 

From the fact that we are seldom able to dia¬ 
gnose this complaint in an early stage, the results 
of treatment are very unsatisfactory. If we could 
succeed in diagnosing the stage of commencing 
infiltration or syphiloma, it is probable that much 
might be done by a timely exhibition of appro¬ 
priate remedies. But inasmuch as these cases 
seldom seek advice until symptoms of stenosis— 
that is to say, of cicatricial contraction—have de¬ 
veloped, it is obvious that little benefit can be 
expected from treatment. Still it is right to give 
patients the benefit of a course of iodide of 
potassium and mercury, and in some cases a 
degree of improvement may occur. It has been 
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suggested that iodides and mercury may do harm, 
inasmuch as the healing of the ulcers which is 
thereby promoted is inevitably attended with scarr¬ 
ing and contraction. This is possible, but we 
must be content to do the best we can ; and on 
the whole, I believe we should give the patient the 
benefit of the chance afforded by a course of anti¬ 
syphilitic treatment. In one patient, whose trachea 
I will show you presently, our late resident medical 
officer, Mr. H. H. Taylor, performed tracheotomy, 
and attempted to relieve the patient by passing 
bougies down into the main bronchi, but without 
any good effect. From the situation of the disease 
at the lower end of the trachea we cannot expect 
that mechanical dilatation of the stricture would 
give as good results as may sometimes be obtained 
in similar disease of the larynx. 

In conclusion, I shall now give you a brief 
clinical abstract of three illustrative cases. 

1. A man aet. 32 came under my care as an 
out-patient some years ago, complaining of cough, 
expectoration, and dyspnoea. 

The patient, who gave a clear history of syphilis, 
stated that for twelve months he had suffered from 
an irritable cough, with profuse expectoration, and 
that dyspnoea had supervened about three months 
after the onset of cough. 

The man had evidently lost flesh, looked ill, 
and suffered from constant dyspnoea. 

Physical examination showed slight impairment 
of resonance under the left clavicle, with faint 
tubular breathing, and scanty bubbling rales. 
Tubular breath-sounds were also audible over the 
manubrium. At first I thought the patient was 
suffering from phthisis, but the signs at the left 
apex partially cleared up, and tubular breathing 
became confined to the sternal region. At the 
same time slight stridor developed. On laryn- 
goscopic examination the larynx was found to be 
healthy, and no obstruction could be discovered 
in the trachea. In spite of this I formed the 
diagnosis of syphilitic stricture of the trachea. 

On admission to the hospital the patient passed 
under the care of one of my senior colleagues, 
who came to the conclusion that he was suffering 
from an aneurysm of the transverse arch of the 
aorta compressing the trachea. 

Dyspnoea and stridor gradually increased, and 
the patient maintained a sitting attitude, with his 
head thrown forward and his chin depressed. 


After much suffering, and without obtaining any 
relief, he died from slow asphyxia. 

At the post-mortem examination I found, as 
you will see from the specimen before you, cica¬ 
tricial stenosis of the lower third of the trachea, 
involving both main bronchi. The aorta was 
healthy. 


2. A man aet. 43, who had suffered from 
syphilis many years previously, was admitted from 
the out-patient room under the care of Dr. F. T. 
Roberts, for whom I was acting at the time. 

Soon after his admission I found the patient 
sitting up in bed, leaning forward and suffering from 
severe dyspnoea with stridor, both inspiratory 
and expiratory. Physical examination discovered 
tracheal breathing over the manubrium, and to a less 
extent at the apices of the lungs, and an accentuated 
aortic second sound. The radial arteries were 
hard, but the pulses were equal. The pupils 
were equal, there was no dysphagia, and no en¬ 
largement of superficial veins. No laryngoscopic 
examination could be made owing to the severity 
of the dyspnoea, but the voice was clear. 

The history was as follows :—Cough and expec¬ 
toration began eighteen months ago, followed three 
months later by dyspnoea, which has been constant 
ever since, with occasional paroxysms of an 
asthmatic character. The dyspnoea was slightly 
relieved at first, and the next day a laryngoscopic 
examination was made, but the larynx was found 
to be normal, and no constriction of the trachea 
could be recognised. The diagnosis was, stenosis 
of the trachea; aneurysm of the transverse 
arch (?) 

The breathing became mdre oppressed, and 
death occurred from a paroxysm of dyspnoea two 
or three days after admission. 

The autopsy showed that there was no aneurysm 
of the aorta, but the trachea at the point of bifur¬ 
cation was much stenosed from swelling of the 
mucous membrane, which was rough and granular, 
but presented no marked ulceration. Both main 
bronchi w r ere narrowed from cicatrical contraction. 
Microscopical examination revealed a diffuse small- 
celled infiltration of the tracheal mucous membrane 
with commencing necrosis of the superficial layers. 
A section showing this gummatous infiltration is 
now under the microscope for your inspection. 

3. A man aet. 38, who had contracted syphilis 
thirteen years previously, was admitted in 1894 
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under the care of my colleague, Dr. Mitchell Bruce, 
who w'as kind enough to transfer him to one of my 
beds subsequently. The history was that cough 
and profuse expectoration began two years ago. 
Six months later dyspnoea and noisy breathing 
developed. Shortness of breath had persisted, and 
was the chief trouble. No definite paroxysmal 
dyspnoea. 

On examination there were marked stridor and 
dyspnoea, both inspiratory and expiratory, but more 
marked with inspiration. Respiratory excursions 
of the larynx very slight, less than half an inch. 

At the left subclavian region there was slight 
impairment of resonance, and the breath-sounds 
here were weak. Loud sonorous rhonchi over 
both lungs and down the sternum. Tubular 
breathing over the manubrium sterni. Palate and 
pharynx scarred. Larynx slightly congested, but 
otherwise normal. At first nothing abnormal 
could be detected in the trachea. After numerous 
examinations with the laryngoscope, it was thought 
that a slight narrowing of the lower end of the 
trachea could be seen, but the bifurcation could 
never be recognised, and at subsequent examina¬ 
tions no definite stenosis was made out. 

The diagnosis was, syphilitic stricture of the 
lower end of the trachea. 

Under large doses of iodide of potassium and 
mercury some improvement took place, and the 
patient left the hospital after about four months. 
Dyspnoea, however, soon began to increase again, 
and he was readmitted. The patient, who had 
previously been able to walk about the garden, was 
now quite confined to bed, and spent his time 
sitting up and leaning forward. Death ensued in 
a few weeks from gradual asphyxia. 

The autopsy showed diffuse scarring and patches 
of ulceration throughout the whole length of the 
trachea, but no definite contraction of the lumen 
of the tube. Both main bronchi were much 
narrowed from cicatricial constriction. 


Soiatioa. —In a case of sciatica, apparently of 
neuritic character, in a man of 42, with a rheu¬ 
matic history, marked relief followed the adminis¬ 
tration of wine of colchicum root in doses of five 
drops, gradually increased to ten drops, three 
times a day .—Philadelphia Polyclinic . 


THERAPEUTICAL NOTES, &c. 


The Serum Test of Widal for the Diagnosis 
of Typhoid Fever. 

By Charles Lyman Greene, M.D., 

Instructor in Physical Diagnosis and Clinical Medicine in 
the University of Minnesota- 


In a former report I stated that with such 
evidence as we then had it would appear quite 
possible that we had at last found the long sought 
pathognomonic sign of typhoid fever, and in the 
light of a more extended personal experience I 
desire to express the opinion that the test is abso¬ 
lutely pathognomonic, whether performed with 
fresh or with dried blood. 

As has been the case with most important 
advances in bacteriology and serum diagnosis and 
therapy, we are able to trace the test of Widal 
through several successive steps, and must give 
credit to Pfeiffer, Gruber, Griinbaum,and Durham 
for important preliminary observations, and to Dr. 
Wyatt Johnson, of Montreal, for the first applica¬ 
tion of this method to board of health work, and 
for having, independently of Widal and without 
knowledge of the latter’s prior announcement, 
shown that equally good results were obtained if 
dried blood were used instead of the fresh serum. 

Pfeiffer in May, 1894, found that cholera 
vibrios, mixed with the serum of an immune 
animal and injected into the peritoneal cavity of a 
guinea-pig, lost their motility and underwent a 
peculiar change in physical characteristics. In 
November, 1894, he found that typhoid bacilli 
underwent similar changes, and he also found 
that the blood serum of a typhoid fever patient 
would produce the same results. Gruber, in 1895, 
found that if the serum of an immune animal 
were added to a bouillon culture the bacilli be¬ 
came agglutinated and lost their mobility. No 
use was made of these discoveries, however, save 
as a means of identifying the bacillus, and to 
Widal belongs the credit of transposing these 
findings and adapting them to the needs of clinical 
diagnosis by studying the effect of the blood serum 
of a typhoid patient upon the pure culture of the 
Bacillus typhosus. 

He first reported his clinical results on June 
26th, 1896, and later suggested the use of dried 
blood instead of the fresh serum, when the latter 
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could not easily be procured. The present status 
of the test justifies the following statements : 

(a) That the blood or blood serum, and very 
frequently the urine, of a typhoid patient, by 
virtue of a specific antitoxin, causes, when added 
to an emulsion of the pure culture of Eberth’s 
bacillus in hanging drop or ordinary cover-glass 
preparations, a characteristic loss of motility with 
agglutination and grouping of the bacilli. 

(b) That this reaction may, and generally does, 
occur as early as the fourth or fifth day, and is 
variable on the eighth or ninth, lasting generally 
throughout convalescence and very often for 
many months after complete recovery. (Widal 
thinks for years in some cases.) 

(c) That the antitoxin of a typhoid patient acts 
thus only upon the bacillus of typhoid. (This 
has been denied as to the # colon bacillus, but the 
denial is immaterial from a clinical standpoint.) 

(d) That the blood serum or urine of patients 
suffering from diseases other than typhoid does 
not so affect the typhoid bacilli. 

( e) That dried blood retains the antitoxin un¬ 
changed, and may be used when the fresh blood 
or serum is unobtainable. The antitoxin remains 
unchanged in dried specimens for weeks and 
probably for several months. 

(/) That the test is therefore pathognomonic 
of typhoid, and easily applicable to the use of 
public laboratories. 

The fact that no adverse reports have appeared 
attests the simplicity and reliability of the test. 
Its application requires only the possession of a 
moderately high power lens £—£ objective (an 
inlmersion objective is not necessary), a tube con¬ 
taining the pure culture, such as may be easily 
obtained from a public laboratory, and such a 
rudimentary knowledge of bacteriological tech¬ 
nique as will serve to prevent the contamination 
of the pure culture used and permit proper re¬ 
inoculation of fresh culture tubes from time to 
time (about every two weeks). For such as do 
not possess these facilities the public laboratories 
should offer a means of ready assistance. The 
practitioner would then need only to sterilize the 
skin of his patient’s finger or ear, draw a drop or 
two of blood, transfer it to a cover-glass, visiting 
card, or any other similar object, and send it 
closely sealed to the laboratory. 

Dr. Harry P. Ritchie, senior house physician, 


and myself have made the following tests at the 
City Hospital with results as stated below, using 
indifferently fresh and dried blood. We have 
not found it necessary to use the serum alone. 
We have so far experienced no difficulty in the 
application of the test, and have had frequent 
occasion to note its great differential value in 
doubtful cases. 

I have here the dried blood of typhoid which 
has been kept for ten days, and will endeavour to 
demonstrate the test, using as control the blood 
of pulmonary tuberculosis and some from my own 
finger. 

I first place upon a slide a large drop of distilled 
water, sterilise my loop, and take from the culture 
tube a bit of the pure culture, using every precau¬ 
tion to prevent contamination of the growth. This 
bit of the pure culture is stirred very thoroughly 
into the distilled water, and another drop of dis¬ 
tilled water is placed upon the dried blood, which 
is thoroughly moistened, a drop transferred to the \ 
emulsion of bacilli and distilled water already 
prepared, and the whole thoroughly mixed. The 
cover-glass is dropped ’on, and the specimen is 
ready for examination. 

If the reaction be absent, as will be the case in 
the slide prepared from the normal blood, or that 
from the case of tuberculosis, we shall find the 
bacilli in rapid motion and not grouped, nor will 
they show any tendency to group within fifteen 
minutes. On the other hand, we shall find in our 
typhoid blood mount that motion is rapidly lost 
and grouping well under way in five or ten minutes. 
This going on until after a variable period, the 
bacilli appear like islets in a sea, and the slide 
viewed with the naked eye will present the peculiar 
appearance described below. 

The time required is very variable. Oftentimes 
grouping is well under way before the field can be 
brought into focui, and at other times five or ten 
minutes may elapse before it is well marked, and 
a half hour or more be required for its completion. 

The method described is simple but sufficient, 
and the use of hanging drops, definite amounts of 
a bouillon culture, etc., seem to be unnecessary 
for clinical work. Nor does it seem to me 
necessary to wait for a complete cessation of 
motion throughout the whole field, inasmuch as 
decided grouping has not been observed in any 
other disease. 
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A bouillon culture is preferable as being more 
easily and thoroughly mixed with the blood, and 
in using it one need not place any distilled water 
on the slide. Here a fine pipette should be used 
instead of the loop. 

In using the cultures upon solid media, it is of 
course necessary to bear in mind the necessity for 
taking very little of the growth and stirring it in 
very thoroughly, otherwise little clumps of bacilli 
might mislead an inexperienced observer. 

Both Dr. Ritchie and myself have observed a 
fact not hitherto mentioned, viz. that the diagnosis 
can very generally be made with the naked eye, a 
fact which might sometimes be serviceable, though 
of course the microscope is to be used when at 
hand. In cases in which the reaction occurs, the 
whole mount in cover-glass preparation may be 
seen with proper light to assume a characteristic 
mottled appearance, not present in mounts from 
cases in which the reaction is absent. 

It is to be hoped that the test will stand thorough 
and extended investigation, for by it one of the 
most difficult of diagnostic problems is made easy, 
and, so far as diagnosis is concerned, Jaccoud’s 
u greatest problem of the nineteenth century” has 
found its solution .—Medical Record. 


On the Care of Prematurely Born Infants.— 

A. Schmidt, 1 Jahrb. fur Kinderheilkunde,’ says that 
the proper feeding of prematurely born infants is 
certainly a very important question; but even 
more so is the temperature in which such a child 
is kept. It is not sufficient to clothe them warmly, 
pack them in cotton and place warm bottles about 
and around them, but it is equally important, in 
washing and dressing them, in carrying them from 
one room to another, in the opening of windows 
and doors, to be exceedingly circumspect that they 
never be subjected to draughts or to sudden 
changes of temperature. It is not absolutely ne¬ 
cessary to use an incubator. The same object 
may be attained without the use of this compli¬ 
cated apparatus, if the child, after being warmly 
dressed and surrounded with cotton and warm 
bottles, be placed in front of a hot stove. By 
weighing the child daily, it was demonstrated that 
hardly anything had such an influence on the 
steady increase of bodily weight as an even, high 
temperature. The temperature of the room should 
at first be kept, day and night, at 7 2' 5 0 to 75° F., 
and the very slightest deviation from this rule 
would have a bad effect on the weight of the 
child. Even a slight fall in temperature, or the 
washing and dressing of the infant too slowly, or 
too far away from the heat of the oven, would in¬ 
variably produce dangerous symptoms of collapse. 
The use of two rooms, one of which could be 
ventilated and again heated before the infant is 
brought back into it, would be advisable. Pre¬ 
maturely born children should not be bathed at 


all during the first two months of their existence. 
They should be quickly washed with warm water, 
once a day, and only one part of the body at a 
time should be exposed. The tender skin must 
be carefully washed and dried with cotton batting, 
and a powder of talcum and zinc oxide thoroughly 
dusted on the parts most prone to become ex¬ 
coriated. Abrasions must be touched with a little 
brandy before powdering. These children are to 
be taken out into the air only with the greatest 
caution. It was found that a child, who had 
gained half a pound every week, showed great 
disturbance in its progress from the day it was 
taken out into the warm sunshine and perfectly 
still air of the garden. There was absolutely no 
other reason for the sudden and enormous retarda¬ 
tion of its increase in weight. In some cases, 
however, it may be beneficial to give them an 
airing after a few weeks, but it should only be 
done during the hottest days of summer, when 
there is a total absence of wind. Never should 
these children be taken out of their pillows, or 
laid on the ground. Their clothing should be the 
same as other babies, but should be thoroughly 
warmed before the fire until perfectly dry, then 
wrapped around a hot warming bottle and trans¬ 
ferred directly on to the child’s body. It is abso¬ 
lutely necessary that a little woollen shirt with 
sleeves should be slipped over the muslin one. 
Should the child vomit during sleep every other 
material will become soaked and wet, wool not 
taking up water so readily allows the greater part 
of the fluid to run off, and the skin of the child 
remains dry and warm. Very frequently children 
are protected only by one muslin diaper, without 
an additional flannel one over it. These children 
after urinating suffer from a cold and wet abdomen, 
and severe colds and disturbances of nutrition 
may result from this. A flannel diaper should 
always cover the cotton one. It should be of 
square shape during the first eight weeks, and 
fastened around the body and thighs from the 
outside, not like the triangular cloth passed be¬ 
tween the thighs, because the presence of such a 
quantity of material is apt to press the thighs 
apart and produce sabre legs. After eight weeks 
a triangular flannel may be used to cover the 
cotton diaper. 

It may be advisable at about the seventh to the 
ninth month, when the child by its lively movements 
continually displaces the diaper, to give it two pairs 
of small trousers, the outer being made of flannel. 

Prematurely born children usually sleep day and 
night if they progress favorably, therefore it is 
necessary from the first to carry them about the 
room, warmly packed up, for ten minutes three 
to four times a day. While they are lying in bed, 
their position should be changed every two hours 
to prevent hypostatic congestion of the lungs. 

Pediatrics . 


Digitized by 


Google 



THE CLINICAL JOURNAL. 


WEDNESDAY , JANUARY 6 , 1897. 


A CLINICAL LECTURE 

ON A CASE OF 

GANGRENE OF THE LEG. 


Delivered at University College Hospital, 
November 22, 1896, by 

CHRISTOPHER HEATH, F.R.C.S. 

Holme Professor of Clinical Surgery, 


Gentlemen, —The patient I want to speak to 
you about this afternoon is one that has been in 
the wards for some considerable time. She was 
admitted on the 5th of October, and was 47 
years of age, and the history of her case is as 
follows:—On the 28th of September she was on 
the top of the stairs in her house, when she felt a 
sharp pain in the middle of the left foot and leg, 
as if knives were driven into her foot; at the same 
time she lost power in her left foot and leg, and 
fell down; then she remained in bed for nearly 
a week, till she was admitted here. Since the 
attack the pain has been almost incessant; when 
she had the attack her leg became as if it were 
dead, it was white and swollen ; afterwards, pains 
like “ pins and needles ” were felt. 

When the woman was first admitted there was 
nothing very obvious, except that all the minute 
venules of the back of the foot were injected. If 
you will remember, I pointed out that there must 
be something interfering with the circulation of 
the deeper veins, and I was inclined to look on 
it as one of those cases of thrombosis of the veins 
of the leg, which we not uncommonly meet with 
in gouty people, and people who have not healthy 
vessels. It was found, however, on examination, 
that her left femoral artery did not pulsate, and it 
was quite clear on more careful examination that 
the left femoral artery was obstructed; it had 
become suddenly occluded, and that was the ex¬ 
planation of the case. We made at that time a 
particular note that the right femoral artery did 
pulsate; but a day or two afterwards we found 
that the right femoral had ceased to beat, so that 
she had occlusion of both the femoral arteries, 
Vol. IX. No. 11 . 


and we did not know how far up the trouble might 
reach. The case was of course recognised as a 
serious one, and the question was what could be 
the cause ? It seemed reasonable to suppose that 
it was a case of embolism, in connection probably 
with some heart disease, thus causing an obstruction 
in the artery which had blocked the vessel up. 
That turned out to be the case, and I have here 
the aorta and the two iliac and femoral arteries, 
and you see the clot from the aorta passing well 
down into the femoral vessels. 

Our attention was now turned to the patient's 
heart, and two of the physicians of the hospital 
kindly examined the heart, and they came to the 
conclusion that it was not a simple case of valvular 
disease where a little piece of vegetation might 
have become displaced, but that it was more likely 
a case of contracted mitral orifice, where probably 
some clot had been formed in the left auricle, which 
clot must have apparently been driven through into 
the ventricle, and thence into the aorta. This 
proved to be the case, and there can be no question 
that these large clots in the arteries must have 
been cardiac, and we found in the left auricle a 
very considerable amount of clotting, some of 
which was no doubt ante-mortem, and some was 
doubtless post-mortem clot. 

From a surgical point of view what was to be 
done ? The only thing to be done was to try and 
prevent the occurrence of gangrene, and accord¬ 
ingly I had the limb wrapped up in wool, lightly 
bandaged, and the patient put into a horizontal 
position in bed. Within three days after ad¬ 
mission, on the 8th of October, the foot presented 
a mottled appearance and was quite cold; there 
was no sensation to be felt in it by the patient. 
By the 14th of October the foot was much darker, 
and the purple colour had extended on the outer 
side of the leg upwards; and above this, according 
to the notes, was a red inflammatory blush. The 
sensation was completely lost over the dark purple 
area above mentioned, the toes were becoming 
shrivelled; there was still no pulse in the left 
femoral, but t^ie pulse could be felt in the right 
femoral artery. 
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On examining the amputated left leg, which you 
see before you here, you will notice that it is an 
example of dry gangrene; there is mummification 
of the toes, discoloration above that, extending 
well up to the middle of the leg; at the posterior 
part the skin is apparently healthy, and at the 
point where it was amputated the tissues look 
quite healthy. I discussed the question of ampu¬ 
tation at my visits. It was not a case of traumatic 
gangrene such as you meet with, generally as the 
result of direct injury—say a compound fracture. 
It was not an example of the moist variety of gan¬ 
grene, and particularly it was not spreading rapidly. 

The parts in this case were quite dry, there 
was no evidence of septic trouble, no poisoning of 
the patient by her own secretions, therefore there 
was no object in interfering. I had another 
reason for not interfering, because in the first place 
there was blocking of the right femoral, and later, 
symptoms of blocking in the brain and lung. I 
mean that the patient became exceedingly heavy 
and slow in speech, and seemed to have lost con¬ 
sciousness to a great extent. She was so bad at 
one time that I thought she would have died- 
however, she improved, and then she had an 
attack of lung trouble, one part of her lung was 
evidently solid from an infarct, but that eventually 
got better. However, I ventured at last, taking 
into consideration her condition, on November 
4th, that is a month after admission, to remove 
her left leg. It became obvious that it would 
never have been of use to her, and the gangrene 
seemed to have entirely stopped, it had made no 
progress upwards, and I amputated in what I 
hoped would prove healthy structures. I found 
when I came down on the muscles, that they had 
a curious exsanguine appearance, they looked 
almost like macerated muscle, there was no offen¬ 
sive smell, if there had been I should have am¬ 
putated high up at once. The muscles had 
evidently undergone degeneration, and the tibial 
arteries were of course plugged. I completed the 
amputation below the knee, and I hoped she would 
have been relieved. Unfortunately, the wound 
soon broke open and became offensive, notwith¬ 
standing all possible care. It was quite evident 
that the muscular tissue had become gangrenous, 
and there was no hope of it recovering. She be¬ 
came rapidly worse, and died on the 20th of 
November. 


I digress here for a moment to call your atten¬ 
tion to the fact that the right leg had become cold 
and mottled on November 17th; the right femoral 
artery, which had recovered pulsation, was now 
again noticed to be without pulsation. 

We had a post-mortem in this case, and here 
are the results. There is the clotted external iliac 
artery, solid on both sides of the body, and how it 
could have ever beaten again on the right side 
I cannot think, but it certainly did; and on the 
left side the internal iliac artery is also blocked. 
Early in the case she had a bedsore on the left 
side. Now. with a patient lying on her back, it is 
usual for the bedsore to be on the sacrum, but 
this particular bedsore was distinctly over the left 
hip, and not on the part she was lying on. It 
may have been, of course, from the blocking of 
the left iliac. There is a piece of vein attached 
to this artery I have here, which you see is also 
blocked. 

From the very first this case had a high 
temperature, it oscillated very considerably, it was 
either considerably above or considerably below 
normal, and latterly it was high. 

With regard to the treatment, all we could do 
for her was to make her comfortable by giving her 
opium, injections of morphia when required at 
night. I do not think it was a case in which the 
indication was quite the same as in those cases to 
which we give opium systematically, as in simple 
senile gangrene ; there I look upon opium as the 
sheet-ancfior for the surgeon. We gave this 
woman stimulants to help her heart to work, and 
to keep up her strength. The difficulty was to get 
her to take food at alL 

This is a very unusual case of gangrene. You 
may go a good many years before you see another 
case like it, but you will often see a leg which 
looks like this amputated limb, and that will be in 
cases of senile gangrene. What happens is this: 
the patient will possibly be over seventy, and the 
arteries will have become more or less calcareous, 
and then some trifling accident may occur, a little 
bruise of the toe—it has happened over and over 
again from cutting a corn or a toe-nail,—and the 
patient applies to the surgeon because the toes 
have become mummified, they become dried up, 
and the gangrene spreads slowly up the leg. The 
limb is generally darker than you see it here, and 
not always so dry ; it varies because if the arteries 
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are alone affected, then dry gangrene occurs ; but 
if the veins also are implicated, you are very 
likely to have a moist gangrene. In this book. 
Sir Robert Carswell's * Atlas of Morbid Anatomy/ 
you will see a case of senile gangrene depicted 
where the toes are ail black, and to my mind they 
are too black, for you seldom see toes quite so 
black as this in senile gangrene. What I wanted 
to show you was this, that above the part which 
is actually gangrenous there is a more or less 
developed inflammatory blush, which is. part of 
the process of gangrene. There , is inflammation 
first, which is shown by the ordinary symptoms of 
redness, heat, and pain, and then the gangrene is 
developed at the extremity, and the blush gradually 
creeps up the foot In a case like this we look 
for this inflammation, and it is commonly said 
that there is a line of demarcation, which I think 
students get rather a wrong impression about. On 
looking at the limb you see the gangrenous part 
and the blush continuous with it, and there is a 
line where the two join ; but it is wrong to call it a 
line of demarcation, which it is not, and the only 
thing is to watch and see if the gangrene is 
extending. If the gangrene has come to an end, 
and if there is a permanent blush and nothing 
more, then I am content to call the junction a line 
of demarcation, but men seem to think that there 
is a regular well-marked, recognisable line. It is 
not that, it is simply where the gangrene ends and 
the inflammation begins. 

If the gangrene is stationary for a few days, then 
we do see a change; we should find a line of 
vesicles forming gradually round the limb, and 
running into one another, the skin would give 
way, and there would be a groove of ulceration 
between the living and the dead tissues. It must 
be that this occurs at the expense of the living 
tissues, and you have thus a line of ulceration that 
may be very properly called the line of separation, 
which is an undoubted line, and it takes place 
between the living and the dead. This ulceration 
extends down to the bone, the tissues become 


in frostbite, I should wait for the line of separation 
to take place, and for the bone to be exposed, and 
I should then put on retractors, and saw through 
the bone as high as I could, and I believe, in that 
way, would be doing my best for my patient. But 
there are cases where the leg is affected with moist 
gangrene, the limb being in a moist condition with 
blebs of cuticle fonned on it. The actually gan¬ 
grenous part will be of a mottled purple colour, 
and above it there will be the process of moist 
gangrene going on. In these cases you must not 
wait for the line of separation; if you do, the 
chances are that the patient will be poisoned by 
his own secretions, that he will get pyaemia or 
septicaemia from some form of infection, and that 
he will die. 

Therefore in these cases one advises an amputa¬ 
tion in the middle of the leg when the gangrene is 
only in the foot, because by that means you am¬ 
putate in healthy tissue, and you hope to restore 
the patient with a short but useful limb. Then 
the same thing applies to that curious form of 
gangrene which has been recognised only com¬ 
paratively recently, that is the gangrene occurring 
in diabetic patients. In a patient who has gan¬ 
grene, and you can find no ordinary cause, you 
should always examine the urine ; it is a gangrene 
distinctly connected with sugar in the urine, it is 
what is called a moist gangrene ; the only chance 
in these cases seems to be to do an amputation 
high up to or above the knee if necessary. Mr. 
Godlee has paid a great deal of attention to this 
disease, and I think that that is the conclusion he 
has come to; I have seen him amputate in many 
cases high up, with the result of saving the 
patient's life, and that is the main point after all. 

But supposing we bad the rapidly spreading form 
of traumatic gangrene due to some septic poison, 
then there is no question about early amputation. 
Let me relate to you an instance from my own 
practice some years ago as an illustration. A nurse, 
aged thirty-four, pricked her finger in laying out 
the body of a lady who had died of puerperal 


somewhat contracted, and eventually the bone is 
exposed. 

Shall you wait for that line of separation or shall 
you amputate early? Now there is a good deal 
of difference of opinion on this matter, and for my 
part if I have a case of bond fide dry gangrene 
from embolism or senile gangrene, and certainly 


peritonitis. A few hours after the finger became 
swollen and painful, when she rubbed the spot 
with nitrate of silver and applied a poultice. The 
finger became more swollen, and the redness 
extended above the elbow, and she was very rest¬ 
less. On the fourth day I saw her, and found the 


whole arm swollen and red from her fingers to the 
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upper third of the arm, two fingers were numb, and 
purple discoloration was beginning on the hand. 
I made free incisions into the hand, forearm, and 
arm, and nothing but bloody serum escaped. On 
the fifth day the hand and fingers were of a blue 
colour, there were bullae about the limb, and 
the arm was more swollen. On the sixth 
day the condition had improved, and it was 
hoped that the gangrene might be confined to 
the forearm. In the afternoon, however, the 
patient became worse, and the inflammatory blush 
began to spread rapidly. I therefore amputated 
at once at the shoulder-joint, and the patient 
completely recovered. 

In these terrible cases of spreading traumatic 
gangrene the only safe rule is to amputate early 
and high. 


WITH DR. GREEN IN THE WARDS 
OF CHARING CROSS HOSPITAL. 


Haemoptysis. 

This is a case of profuse haemoptysis. You see 
the blood—bright, florid, frothy. There can be 
no question as to its pulmonary origin. Pulmonary 
tuberculosis is the probable cause, but we must 
remember another common cause of profuse hae¬ 
moptysis—mitral stenosis. We examine patient's 
heart, which we can do without disturbing him, 
and discover no evidence of valvular disease. At 
the same time gentle percussion reveals some 
dulness under the left clavicle. Any further 
examination of the chest so soon after a profuse 
haemorrhage would be unjustifiable, as tending to 
interfere with that quiescence so essential to the 
arrest of the bleeding. There is a history of 
cough, expectoration, and loss of flesh, during the 
past year. The case is obviously one of chronic 
pulmonary tuberculosis, and the profuseness of the 
haemoptysis suggests cavity and small aneurysm as 
the source of the bleeding. 

What is to be done ? By far the most important 
thing is to remember the natural way in which the 
haemorrhage ceases—by the formation of a thrombus 
which closes the eroded vessel. Our object in 


treating the patient is to favour this thrombosis, 
to diminish the activity and force of the circulation, 
so that the natural process of healing may take 
place. Therefore we direct our treatment to keep¬ 
ing the patient quiet. Rest in bed, with the 
shoulders slightly raised. In the next place it is 
important to restrict the dietary very considerably, 
and to diminish the liquids. This tends to diminish 
the blood-pressure. Give the food cold at short 
intervals, and substitute some meat essence for the 
beef-tea. Small, carefully made sandwiches are use¬ 
ful in these cases. Some ice to suck to relieve thirst. 
With the object of promoting hyperaemia of the 
cutaneous vessels, and thus diminishing the blood- 
pressure in internal organs, the surface of the body 
should be kept warm—wrapping the legs in hot 
blankets, and the use of hot-water bottles is most 
important At the same time plenty of fresh cool 
air must be ensured. The friends are too apt to 
think that fresh air is injurious. With the object 
of reducing the blood-pressure and favouring 
thrombosis, it is important that the bowels should 
act freely, and a purgative is usually indicated at 
the onset of haemoptysis. A dose of calomel and 
colocynth, or blue pill, followed by a saline, is 
often indicated; and you may keep up the action 
of the bowels by small doses of magnesium sulphate 
(gr. 20—30), with a little sulphuric acid given three 
or four times daily. Then the cough: this disturbs 
the patient and tends to interfere with quiescence. 
In treating the ordinary case of pulmonary tuber¬ 
culosis you restrict your cough remedies to the 
night, but when haemoptysis supervenes it is usually 
wise to give the cough remedies also during the 
day—either a linctus or a lozenge; the use of the 
medicated respirator should now be discontinued. 

With regard to drugs, these are of the least 
importance. Astringents such as gallic acid are, I 
believe, useless. Morphia used with care and 
judgment is the best haemostatic. It calms the 
patient, diminishes the blood-pressure, and thus 
tends to favour the natural arrest of the bleeding 
by thrombosis: gr. J, more or less, with gr. 
atropine administered hypodermically and repeated 
from time to time as may be necessary. The use 
of ergot in these cases we have often discussed; 
we believe it to be useless, and never order it 
The ice-bag so often employed is also of very 
doubtful value. It may help to keep the patient 
quiet, and if so is advantageous. 
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Renal Disease. 

The recognition of the disease in this case 
presents no difficulty; the urine is almost solid 
with albumen, but diagnosis involves careful con¬ 
sideration. Is the disease recent or old? This 
is the first and most important point. Recent 
cases properly treated tend to get well. The longer 
the duration the less the prospect of recovery. 
Spare no pains in the treatment of recent nephritis. 
Many cases of chronic incurable disease might 
have been prevented if not neglected in the earliest 
stages. In this patient the disease appears to be 
recent. He first complained of not being well 
about two weeks before admission—a little aching 
in the loins, and slight oedema, especially of the 
lower extremities. More important than the history 
is the examination of the urine ; this tells us to 
what extent the functions of the kidneys are inter¬ 
fered with. The absence of any diminution in 
the density of the urine (1033), the quantity being 
normal, leads us to conclude that there is no 
marked interference with the excretion of the 
solids; this means no damage to the tubular 
epithelium, that the excreting structure of the 
kidney is not altered as it would be in the case 
of advanced disease Again, no casts are to be 
discovered, or only one or two small hyaline 
ones; and there is no enlargement of the left 
heart. It seems probable, therefore, that the 
disease is in an early stage. Treatment in these 
recent cases is all-important; in old disease too 
often we can only relieve symptoms and obviate 
disaster. If the patient will follow our advice 
there is good prospect of restoring the damaged 
organs to health. The prominent feature is the 
large amount of albumen in the urine. This with 
absence of blood, of casts, and of other evidences 
of tubular changes is somewhat unusual. Remem¬ 
ber that in estimating the extent of the disease, 
the albumen is of but little value, much less so 
than casts and density. The large amount of 
albumen in this man is difficult to explain; it 
probably comes from the glomeruli, and the 
escape of albumen through the walls of the 
Malpighian tufts is probably due to some damage 
to the epithelial cells covering the tuft 

The quantity of urine passed in the twenty-four 
hours is subnormal—from 300 to 500 c.c. This is 
important, as there is no blocking of the urine 
tubes by inflammatory products—a common cause 


of diminished urine in many cases of nephritis— 
diminished activity of the circulation in the 
glomerular vessels is probably responsible for the 
deficiency. The pulse is soft and weak, and the 
heart’s impulse feeble. A failing of the heart is 
a common cause of the diminution of the quantity 
of urine, both in advanced and recent renal disease. 
It is important to remember this in treatment. 
We are endeavouring to increase the quantity of 
this man’s urine by giving him digitalis. We shall 
keep him in bed on a milk dietary, give him a 
warm bath every night, and carefully study the 
urine chart from day to day, noting the density 
of the urine and searching for tube casts. 

Idiopathic Lateral Sclerosis. 

We are treating this case of spastic paraplegia 
with bromides, iodides and arsenic, our object 
being to diminish the activity of the large nerve- 
cells in the anterior cornua, upon which the 
“spastic” symptoms—tonic and clonic spasm— 
probably depend. The result has been most satis¬ 
factory. The clonic spasms of the legs which had 
prevented sleep have disappeared, the limbs are 
much less rigid, and the difficulty of walking, due 
almost as much to the spasm as to motor weakness, 
has markedly diminished. 


Pneumonia. 


This patient, a man 40 years of age, was ad¬ 
mitted three days ago. His illness commenced 
with a rigor the day before. When first seen 
there was very little to be discovered on examining 
the chest; he was febrile, breathing rather quickly, 
respiration being accelerated out of proportion 
to pulse ; there was a little cough, but no sputum. 
It must be always remembered that in a large 
number of cases of pneumonia a diagnosis has 
to be made for all practical purposes without any 
physical signs of lung consolidation. Physical 
signs are often not discoverable until the third 
or the fourth day of the disease, and occasionally 
not until after crisis. Diagnosis will rest upon 
the suddenness of the onset, usually with rigor, 
or vomiting, marked pyrexia, a little dry cough, 
hurried breathing, and perhaps some pain in side, 
and rusty sputum. On the next day you may find 
some physical signs at the base of one lung, and 
on subsequent examination definite signs of the 
pulmonary lesion may be detected. Perhaps at 
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this stage the occurrence of rusty sputum aids the 
diagnosis, but it must be always borne in mind 
that expectoration is sometimes absent. As regards 
diagnosis apart from physical signs, pain in the 
side, if present, will help. A thorough examination 
of this patient’s chest is unjustifiable—he is too 
ill. This is often the case, and we are obliged 
# to be satisfied with what perhaps is not more than 
sufficient to enable us to say which lung is involved. 
Of all the physical signs the one most easy of 
recognition, and that most frequently met with, 
is bronchial breathing. Crepitation is often absent, 
and percusssion dulness difficult to appreciate. 

Our patient, then, a man of 53, is suffering from 
an attack of pneumonia. In these cases the 
question' you are most likely to be asked is what 
will be the outcome of the illness ? In considering 
this point, the extent of the consolidation is of 
little importance, provided that it be unilateral; 
when both lungs are involved the gravity of the 
attack is increased. The age of patient and 
powers of resistance are of much greater value. 
But age is only a comparative term when expressed 
in years, and the evidences of commencing old age 
must be looked for and recognised before this is 
allowed to influence prognosis. Any impairment 
of resisting power from abuse of alcohol, mode of 
life, or pre-existing disease, materially increases the 
gravity. Alcoholics are peculiarly prone to suc¬ 
cumb. In our patient there is no evidence of 
alcohol, but it is to be noted that he is old for 
his age. Treatment is all-important—we save 
many lives. But do not interfere too much with 
drugs unless there is some special reason. Careful 
nursing and judicious feeding are often all that is 
really necessary. In pneumonia, as in most acute 
febrile diseases, some saline is of use—a citrate of 
ammonia or potash mixture three or four times 
in the twenty-four hours, not oftener. This is 
distinctly useful; and in the earliest stage of the 
illness a small dose of calomel or blue pill may 
sometimes be given with advantage, but very 
great care must be exercised in making use of 
purgatives, except at the onset; during the subse¬ 
quent periods of the illness they are best avoided, 
and recourse had, if necessary, to a simple enema* 
At the period of crisis, an injudicious purgative 
may determine dissolution. Our patient has 
suffered from pain in the side. This has been 
relieved by hot fomentations. When there is no 


pain, local applications are of doubtful value, and 
are perhaps best avoided. You can wrap the 
side in cotton wool. When pain is severe it is 
usually due to implication of the pleura. For its 
relief there is nothing better than a hot fomentation 
or a really well-made poultice, which should be 
changed frequently. A small blister about one 
inch square may be applied under it. 

In pursuing this routine treatment we must be 
on the look-out for signs of failing heart and cir¬ 
culation. This is the danger in pneumonia. A 
pulse of 120 always calls for alcohol, this patient 
is having now four ounces of whisky in the 
twenty-four hours. When I saw him yesterday his 
pulse was 120, with a little irregularity intermitting 
now and then ; I find to-day that.it is more feeble 
and more frequent—130. Progressive increase in 
the pulse-rate is of very grave augury, and irre¬ 
gularity in force and rhythm add to the gravity. 
What is to be done ? In pneumonia, failure of 
the circulation must be met first by alcohol, and 
secondly by drugs. We shall increase the alcohol, 
and this may be done freely. The two drugs 
which are most useful are strychnine and caffeine. 
We might order him five minims of liquor strych- 
ninae every four or six hours, or better still, I 
will ask my house physician to administer it 
hypodermically, as it is more rapidly absorbed 
(n\ij every four hours). Strychnine, then, is the 
remedy for heart failure, and sometimes yon 
can with advantage combine caffeine with it. 
But you will notice that in addition to the 
quick and irregular pulse, the man’s face is 
cyanotic. This is an additional evidence of 
heart failure, and suggests the supervention of 
some oedema of the lungs. We will give him 
some oxygen to inhale. This not only often re¬ 
lieves in a marked manner the respiration, but by 
increasing the supply of oxygen to the heart-muscle 
tends to avert heart-failure. During the few 
minutes that we have been standing here you 
observe the improvement which has taken place 
in the appearance of the patient since inhaling 
the gas. He is much less dusky. 

Serum-Exanthema in Diphtheria.— Hartung 
distinguishes the following1. Serum urticaria. 
2. The diffuse serum-exanthems. 3. The scarla¬ 
tinal-like rashes. 4. The macular serum-exanthems. 
5. The polymorphous serum-exanthems.-/V^irVi/w ) r. 
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CLINICAL OBSERVATIONS 

UPON A CASE OF 

HEREDITARY SYPHILIS.* 

By EDMUND OWEN, F.R.C.S., 

Senior Surgeon to the Hospital for Sick Children, 
Great Ormond Street, W.C. 

W. G—, aet. 6}, is the eldest of four children ; none 
of the children have died, and no history of either 
tubercle or syphilis is obtainable. He was born 


diagnosed, and an operation was advised for its 
removal. 

Just to the outer side of the right epistemal 
notch is a flattish swelling covered with thin red 
skin. Continuing outwards from this an elongated 
swelling follows the course of the clavicle, entirely 
masking it except at its outer third. The mass 
evidently involves the clavicle. There is a doughy 
consistence about it, and near to the inner end it 
feels quite soft. On careful examination crepitus 
can be detected at the inner end. There are a 
couple of enlarged glands in the lowest cervical 



From a photograph, taken by Mr. Templeton, which only faintly shows the clavicular swelling. 

at' full time; there were two miscarriages. About region, and as there are none on the other side, 

fifteen months ago he was hit over the right it is probable that the enlargement is secondary to 

collar-bone by a stone; a few days subsequently the clavicular tumour. 

a lump appeared at that spot, and it has been Here I will turn from Mr. Templeton’s notes to 
growing steadily larger. There has been no pain say that, so far as we have gone at present, this 

in it, and, judging from the way in which he allows swelling may be one of three things. All of you 

us to examine it, there cannot be much tenderness. ; have examined it, and some have suggested 
The skin over it has lately been getting red. He that it is probably a sarcoma. If so, I suppose 

has been an in-patient in a county hospital, where 1 you would also suggest that it is of the myeloid 
a “ tumour of the collar-bone ” (? sarcoma) was type, and that it has begun in the inner end of the 

" * From notes taken by Mr. G. Templeton, F.R.C.S., diaphysis-just external to the epiphysis, which 

Surgical Registrar at the Hospital for Sick Children. caps the bone near the sternum. Sarcoma is 
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often started by an injury, and the fact of the 
bone being fractured is quite in accordance with 
your view. So also is the presence of the enlarged 
glands. Text-books, I know, say that sarcomata 
do not usually implicate the lymphatic glands, but 
this is a statement which needs much qualification. 
The absence of pain and tenderness do not go for 
much, for chronic bone affections in children, 
whatever their nature, rarely cause distress. But 
what about this flushing of the skin ? It is not the 
way of sarcomata of bone to set up a dermatitis : 
and here, you notice, the dermatitis is even 
leading on to slight patchy desquamation. The 
skin over a sarcoma would be stretched and 
thinned as this is, but it would be marbled by 
large veins rather than tinted by a diffused 
redness. 

Some of you have suggested that the swelling | 
may be tuberculous or syphilitic. Well, it is often 
extremely difficult to differentiate between these 
diseases. Each begins quietly as an ostitis or 
periostitis, and each is apt to entail a growth of 
unhealthy granulation tissue, which may invade 
the surrounding tissue, and may cause fracture of a 
bone, as in this boy. In each case the granulation 
tissue would be apt to break down into a thin 
fluid, and even at this stage it is often difficult to 
differentiate. Clinically there is little difference 
between a tuberculous gumma and a syphilitic 
gumma, and I doubt if the pathologist could 
always distinguish them at this stage. But a 
tuberculous granuloma would be quite unlikely to 
involve the clavicle in such extensive changes and 
to cause the appearance of so large and definite a 
tumour. Moreover, a tuberculous granuloma 
prefers spongy bone-tissue. How fond it is, for 
instance, of the vertebrae, the carpus, and the 
tarsus. And as it grows it causes a rarefaction of 
the bone, with little or no attempt at building up 
new material or forming even a feebly organised 
swelling. Syphilis, on the other hand, prefers the 
long bones. 

When tuberculous disease causes enlargement 
of a bone it is when it has run an unusually acute 
course, and has determined a central necrosis. 
But there is nothing here to suggest the presence 
of a central sequestrum; the swelling is somewhat 
doughy throughout, and, as Mr. Templeton has 
noted, it is soft in one part. The enlargement of 
the neighbouring glands is, perhaps, somewhat in 


favour of tuberculosis, but it takes very slight local 
irritation to cause lymphadenitis in a child. 

Doubtless you have looked at the boy's teeth. 
But he has not cut his “ test teeth," and if his 
disease is syphilis, we should not expect to find 
any indication in the temporary teeth, for these 
are developed in utero , and the earliest signs ot 
hereditary syphilis are not manifested for several 
weeks after birth, and in this way “ hereditary ” 
would be a better term for the disease than 
“ congenital.” The boy has no scarring at mouth 
or anus; no cranial bosses; no affection of eyes 
or nose ; no scars on any part of his body, and, as 
Mr. Templeton tells us, no tenderness or swellings 
about his epiphyses. But though there is an 
entire absence of all these usual signs of hereditary 
syphilis, the boy bears one which is unmistakable 
evidence of his disease—you will find that his 
right tibial diaphysis is slightly bowed. A casual 
observer might overlook this slight bowing, or, 
having noticed it, might ascribe it to rickets, but 
you will note that not only is the diaphysis bowed, 
it is also somewhat thickened. Rickets does not 
thicken a bowed diaphysis, but syphilis does; and 
if you will place this boy's two knees upon exactly 
the same level you will notice that the right tibia 
is half an inch longer than the left. Nothing but 
syphilis, or the presence of a sequestrum at the 
end of a diaphysis (the result of osteo myelitis or 
tuberculous ostitis) could increase the length of 
the diaphysis. And the presence of a central 
sequestrum would be associated with thickness 
all around the necrosed area, and probably with 
sinuses leading down to it. But, at any rate, it 
would not cause a forward bowing of the tibia. 

This case is brimful of clinical interest, no 
little of which is due to the fact of its having been 
at first sight obscure. But now, having seen the 
condition of the right tibial diaphysis, you have, I 
think, no doubt as to the cause of the clavicular 
swelling. We will put the child on two grains of 
potassium iodide, three times a day, and whether 
the reddened skin gives way or no, the clavicular 
swelling will, in all probability, steadily and surely 
subside. 

The case is interesting, moreover, in that it 
gives one the opportunity of calling attention to 
several ways in which the bones may be affected 
in hereditary syphilis. In the first place, this tibia 
has undergone a quiet interstitial inflammation. 
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which has increased its bulk by causing the deposit 
of new bone beneath the periosteum, and its 
length by abnormal deposits at the ends of the 
diaphysis. There has probably been for several 
years an excessive conveyance of blood to the 
tissue, and this has caused its general hypertrophy. 
If we could look into the interior of the bone we 
should most likely find that its medullary canal is 
effaced, and that the loose cancellated tissue which 
one would expect to find abounding in a child’s 
tibia, has been replaced by dense material—in 
other words, diffuse osteo-sclerosis has been pro¬ 
duced. The bending of the bone is probably due 
to the fact that it was softened for a while by the 
chronic inflammation, and yielded somewhat to* 
the superimposed weight. It sometimes happens 
when only one bone, in the forearm or leg, is the 
seat of this diffuse ostitis, that it bends around the 
bone which is not lengthened; but in this case 
the only bending at present is the slight antero¬ 
posterior curve. It sometimes happens, more¬ 
over, that when a bone thus changed by chronic 
inflammation has received an injury, an excess of 
inflammation is set up in a limited area, and, 
thrombosis readily occurring, a central necrosis 
takes place. The resulting sequestrum adds to the 
nutritive disturbance, and much thickening occurs 
at that part It needs but a slight injury to cause 
necrosis in a bone when its vitality has been 
already impaired by sclerosis. 

The interstitial granulation tissue, which was 
formed in the diaphysis of the tibia, as I have 
just said, took place so quietly, and in such 
favourable circumstances, that, pari passu with its 
deposit, the material was converted into bone. 
But in the clavicle the granulation tissue has not 
sought, or at least has not attained to, higher and 
permanent development. It has, for some reason 
or another, formed quickly, and, like all quickly 
forming tissue, has readily undergone degenera¬ 
tion. Could we look into the clavicular diaphysis, 
as we have endeavoured to do into that of the 
tibia, we should find a condition of rarefying 
ostitis, which is for all the world like that of 
tuberculous inflammation of the body of the 
vertebra in Pott’s disease. This internal growth 
of granulation tissue has, of course, weakened the 
bone, and its inner two thirds are now represented 
by a mere shell of compact tissue. Perhaps, 
indeed, the original bone tissue has entirely 


disappeared in some section of the bone, whilst 
the distended periosteum has been forming new 
bone over the advancing granulations, just as it 
does when a diaphysis is the seat of a myeloid 
sarcoma. Undoubted crepitus has been detected in 
this clavicle; but whether the bone has been broken 
where the softening is occurring at the junction of 
its inner with its middle third, as Mr. Templeton 
suggests in his notes, or whether the solution of 
continuity has occurred where the diaphysis is 
joined to the epiphysis, I am not prepared to say. 
But I think that we shall all agree ii/this, that if, 
as is probably the case, the inner end of the 
diaphysis and the junction cartilage have been 
invaded by granulation tissue, the subsequent 
development of the clavicle must be prejudiced 
thereby; and that if we had the opportunity of 
inspecting this boy some years hence, we should 
find his right clavicle considerably shorter than 
his left. And so it comes about, that when we 
are examining a young child, or an older child, for 
supplemental signs of hereditary syphilis, we may 
find some bones longer than they should be and 
some bones shorter, giving in either case, or 
in both cases, the evidence of which we are in 
search, and in unmistakable language. 

[The clinical remarks recorded above were made 
on November 11th. A few days subsequently the 
skin gave way in a small area over the clavicle, 
.and a thin fluid escaped, a typical wash-leather 
“ slough ” being exposed beneath. Since then the 
swelling has steadily subsided, the wound has 
healed, and the child’s general condition has greatly 
improved under the influence of the iodide. He 
has left the Hospital quite well, except for a 
little thickening along the clavicle]. 


THE DIFFERENTIAL DIAGNOSIS OF 
SHOCK, HEMORRHAGE, AND SEPSIS. 


There does not seem to be an universal clearness, 
if I may so express myself, as to what shock is, 
many thinking that the term shock as used in 
abdominal surgery implies directly or indirectly, 
haemorrhage. But while shock may be compli¬ 
cated by haemorrhage, the two conditions are in 
reality absolutely distinct. Shock in no sense 
means haemorrhage, nor does haemorrhage imply 
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shock. Shock is a profound irritation of the entire 
sympathetic nervous system whereby certain sym¬ 
ptoms are produced, the final or collective manifes¬ 
tation of which is profound mental and physical 
depression. In its pathology there is no question 
of haemorrhage. It is primarily and absolutely a 
nervous condition; hyper-irritation of the sym¬ 
pathetic system with secondary depression of the 
cerebro-spinal. 

Haemorrhage may produce symptoms similar to 
those of shock with cerebro-spinal depression, but 
this condition should properly be termed syncope 
or collapse. Haemorrhage may be and often is 
complicated by a certain amount of shock; as 
shock may be accompanied by haemorrhage. But 
it is our province to-day to consider these conditions 
uncomplicated. 

I have said that they may give rise to very 
similar symptoms, so similar as to be often con¬ 
fusing to the best diagnosticians. Such symptoms 
are briefly, pulse small, often almost imperceptible, 
very rapid, and of very low tension; breathing 
slow, sometimes sighing; temperature low, fre¬ 
quently subnormal; urine scanty. These condi¬ 
tions may exist in equal severity in both shock 
and rapid secondary haemorrhage. But their 
production is from very diverse causes, and for 
their successful treatment these causes should be 
differentiated. 

How then can we recognise them, how dis¬ 
tinguish beween shock and rapid secondary 
haemorrhage ? 

I speak thus of rapid haemorrhage, as this is the 
only form that can be confounded with shock. 
Also because there is another form of secondary 
haemorrhage whose symptoms more resemble sepsis 
than shock. That is slow haemorrhage from a 
small artery, the loss of blood being so gradual 
that the system can, to a certain extent, accom¬ 
modate itself to it. 

Between shock and ordinary secondary haemor¬ 
rhage there are various points of distinct difference ; 
but our main reliance for diagnosis must be the 
pulse; all other symptoms are simply corroborative. 

In shock, the pulse assumes the characteristic 
nature before the patient leaves the table. It may 
become more rapid and smaller after the effects 
of the anaesthetic have passed away, but this is not 
the rule unless the condition is aggravated by 
improper treatment. In shock, then, the pulse 


becomes at once very rapid and very feeble. In 
haemorrhage this condition is always gradual in its 
approach, and is never perceptible till some time 
after the clpse of the operation. The pulse of 
shock tends to improvement if not aggravated by 
improper treatment. The pulse of haemorrhage 
invariably grows gradually worse. 

We make, then, the pulse our keynote in the 
differentiation of shock and haemorrhage. But to 
do this properly and successfully it is necessary, 
above all things, that the operator shall study the 
pulse himself, placing no reliance on the chart 
This implies that he shall study carefully, in every 
case of abdominal section, his patient*s pulse before 
the administration of the anaesthetic, and again 
when the patient is thoroughly anaesthetised. He 
shall familiarise himself with its resistance, its 
frequency and its general characteristics. 

When the operation is completed, before the 
patient is removed from the table, he shall again 
carefully study it with special reference to its 
resistance, size, and frequency. He is then pre¬ 
pared to note any changes in these respects that 
may occur from hour to hour. 

If a previously good pulse is very small, very 
rapid, and very compressible immediately after an 
operation in which the loss of blood has not been 
great, the condition is one of shock. This condi¬ 
tion may continue unchanged several hours, unless 
relieved by proper treatment. 

If, on the other hand, the pulse is comparatively 
good at the time the operation is completed, and 
soon after the patient is “ put to bed ” begins to 
grow gradually more feeble, more rapid and smaller, 
we have without any doubt haemorrhage. Perhaps 
I should not say “without any doubt,” because 
cases which have been denominated “ Reflex 
Shock ” have been reported where the charac¬ 
teristic symptoms of shock first manifested them¬ 
selves one or two hours after the operation, after 
recovery from the anaesthetic, the pulse having 
been of good character up to that time. These 
cases must be rare and due to cerebral impressions, 
or to some irritation of the cerebro spinal system, 
which is not manifest while this system is deadened 
by the anaesthetic, but which becomes active as 
the effect of the anaesthetic passes away. It is 
properly called reflex shock because the irritation 
must be conveyed to the sympathetic system before 
it can be manifested as shock. 
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These cases, I have said, are comparatively rare, 
and fortunately, as in cases where no drainage is 
used, it will be extremely difficult to differentiate 
them from haemorrhage. The colour and the 
nervous or mental condition would be our only . 
reliance as far as the symptomatology of the two i 
conditions is concerned. But fortunately the | 
hypodermic administration of a large dose of j 
codeine will aid greatly in our diagnosis. It will j 
do no harm in haemorrhage, and will rapidly 
dissipate the symptoms of shock by obtunding the 
cerebro-spinal irritation which is the source of the 
sympathetic disturbance. 

There are, however, other symptoms that we 
may study as corroborative of the pulse, the first 
and principal of which is the patients colour. 
Invariably in shock there is a livid character to 
the pallor which is distinctive and does not occur 
in haemorrhage. 

This is especially noticeable under the finger 
nails and in the mucous membranes. However 
anaemic a patient may be before operation, if she 
suffers profoundly from shock, so profoundly as to 
make the question of diagnosis of especial import¬ 
ance, there will be a blue, livid character to the 
bloodlessness of the nails and mucous membranes, 
because though the arterioles are empty, the 
capillaries and veins are comparatively full. On 
the other hand, if the pallor is caused by haemor¬ 
rhage, it is more decided. The nails and mucous 
membranes are actually bloodless; there is no 
venous stasis to impart the livid character to the 
tissues that we see in shock. The mucous 
membrane and all soft tissues are actually blood¬ 
less. 

Again, there is one other symptom on which a 
certain amount of reliance can be placed when it 
is considered with relation to the two conditions 
just mentioned, and that is the mental attitude of 
the patient. 

In shock there is very generally a condition of 
mental apathy, sluggishness of the intellectual 
faculties with coincident physical depression. On 
the other hand, secondary haemorrhage generally 
induces early an apprehensive excitable mental 
condition with restlessness which is sometimes 
very marked* 

This variation is the direct result of the diverse 
vascular conditions of the brain. In shock there 
is acute arterial cerebral anaemia, with passive 


venous congestion. In haemorrhage there is 
absolute anaemia, both arterial and venous. 

Upon these three symptoms or conditions must 
our main reliance be placed in differentiating 
between shock and haemorrhage. 

Between shock and sepsis the diagnosis should 
not be difficult theoretically, inasmuch as shock is 
a condition immediately consequent to the opera¬ 
tion, while sepsis occurs gradually after the lapse 
of hours if not days. Again, in the early stages of 
sepsis the temperature is invariably elevated, while' 
in shock it is depressed. 

Where the patient was in a septic condition at 
the time of operation, with a rapid small pulse, 
there might possibly be a question as to the 
existence of shock; but if the operator had 
rendered himself familiar with the pulse and 
general condition of the patient before operation, 
the post operative diagnosis would be freed from 
most of its difficulties. 

It might be thought that the same would hold 
true as to the diagnosis between haemorrhage and 
sepsis, namely, that haemorrhage occurs immediately 
after operation, while sepsis is a later condition. 

This is of course the rule, but there are condi¬ 
tions which render the diagnosis extremely difficult. 
These conditions may be said to depend partly 
upon the volume or rapidity of the haemorrhage, 
and the time of its occurrence, as also upon the 
early or late appearance of the manifestations of 
sepsis. That is, there may be free absorption of 
septic material before the operation is fairly com¬ 
pleted, as where extensive raw surfaces caused by 
the separation of adhesions are flooded with a 
virulent fluid which is not at once removed. In 
such case there will be, almost immediately after 
the completion of the operation, a decided and 
continuous increase in the rapidity of the pulse. 

A similar condition would occur as a result of 
secondary haemorrhage, but the increasingly rapid 
pulse would be the only symptom in common. 
The pulse of haemorrhage would become rapidly 
smaller and more compressible, while in sepsis it 
would grow more rapid but harder. The colour 
in haemorrhage would rapidly be lost, while in 
sepsis there would be little change. The tem¬ 
perature in haemorrhage such as we are considering 
would be normal or possibly subnormal, while in 
this rapidly occurring sepsis it would be invariably 
elevated, corresponding to a certain extent to the 
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pulse. I think I may state it as a fact that the 
temperature in sepsis following abdominal section 
never becomes subnormal or normal till peritonitis 
supervenes, and in such form or degree as to 
involve the sympathetic ganglia in the irritative 
processes, or until death is imminent. Under such 
conditions you would get a very rapid small pulse, 
with abnormally low temperature. 

This condition never occurs, however, within 
the first twelve or even twenty-four hours following 
the operation. And this fact alone differentiates it 
from that form of haemorrhage that causes subnor¬ 
mal temperature. 

A rapidly increasing pulse with normal or sub¬ 
normal temperature, occurring immediately after 
operation, means haemorrhage, except in those rare 
cases of reflex shock mentioned above. 

But there is another form of haemorrhage oc¬ 
curring after abdominal section which is distin¬ 
guished from sepsis with much greater difficulty. 
It is when the haemorrhage begins several hours 
after the completion of the operation, and is very 
gradual but continuous, the blood being poured 
out into the free peritoneal cavity. In such cases 
the pulse, while remaining unchanged for several 
hours after the operation, gradually grows more 
rapid and feeble, and at the same time the 
temperature rises, though not to a point corre¬ 
sponding to the pulse. Such cases have been 
reported by Buckmaster, Fry, and others. 

In the session of the Soc. de Chir. of Paris, 
December 4th, 1895, there was a discussion of 
this very condition, consequent on a report of a 
case by Peyrot.* In such cases the question as 
to haemorrhage or sepsis becomes very pertinent. 

Haemorrhage causes a pulse which, while it 
rapidly grows more rapid, at the same time 
becomes softer and smaller. The pulse of sepsis, 
though equally rapid, would maintain or increase 
its tension. The colour in haemorrhage would 
gradually be lost in spite of the accompanying 
fever. In sepsis it would be unchanged, or 
there would be an increase of colour due to the 
fever. The abdomen in haemorrhage would be 
flat, soft, and free from increased tenderness, or 
somewhat distended and “ boggy.” In sepsis we 
should expect some tympanites with tenderness 
and a certain amount of hardness of the muscles. 

In haemorrhage the mental condition is either 
* 4 Gaz. Med. de Paris,’ No. 49, 1895. 


unchanged or becomes somewhat anxious or ap¬ 
prehensive. In sepsis there is more apt to be a 
condition of excitation. 

In haemorrhage there is a greater disproportion 
between the temperature and the pulse than in 
sepsis. 

But partly because of the comparative rarity of 
this form of haemorrhage, and partly because the 
symptoms of the two conditions are so similar, the 
differential diagnosis will always be a matter of 
great difficulty to most of us. 

The one important conclusion that I will draw 
from the above statement of conditions and 
symptoms is, that in the differential diagnosis of 
shock, haemorrhage, and sepsis, our main reliance 
must be placed on the condition of the pulse, and 
that the surgeon must familiarise himself with it 
before and immediately after the operation, if he 
will be competent to judge of its subsequent 
behaviour. All other symptoms must be studied 
with reference to the pulse, whether corroborative 
or otherwise. The closest and most careful 
observer is the best diagnostician, and knows best 
the post-operative history and condition of his 
patients. — Eugene Boise, M.D., Annals of 
Gynaecology. 


THE NEW LOCAL ANAESTHETIC— 
EUCAINE HTDROCHLOBATE. 


The subcutaneous employment of cocaine, es¬ 
pecially when used in dentistry for the purpose of 
local anaesthesia, is often productive of general 
malaise, pain in the larger joints, a peculiar rest¬ 
lessness and nervousness, and various other mor¬ 
bid symptoms. Patients, having once suffered 
from these sequelae, almost invariably repeat the 
experience, when again subjected to the influence 
of this alkaloid. The report of such persons, 
that the substitution of Eucaine for cocaine, while 
ensuring the same degree of analgesia, had resulted 
in the prevention of the former annoying con¬ 
sequences, first drew my attention to the new 
drug. Further observations confirmed the cor¬ 
rectness of these assertions and of the statements, 
made by other investigators, that Eucaine Hydro¬ 
chlorate, though fully as effectful as cocaine in the 
production of local anaesthesia, yet is free from 
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the obnoxious and poisonous phenomena, which 
follow so frequently the hypodermic application 
of the latter remedy. 

It may be well to premise that there are two 
salts, the hydro chlorate and the hydro chloride. The 
latter possesses some irritating properties which 
make its employment undesirable, especially in 
ophthalmology, while the hydrochlorate is free 
from this objection. The following remarks refer 
only to the latter alkaloid. 

While experimenting in the laboratory of Prof. 
Liebreich, Dr. Vinci # discovered the anaesthetic 
properties of eucaine hydrochlorate. The new 
compound differs from cocaine in the substitution 
of a methyl group for a hydrogen atom formed 
by the action of ammonia upon acetone. Be¬ 
cause of the length of its chemical appellation, 
methyl-benzoyl-tetra-methyl-gamma-oxypiperidine- 
carbonic-acid methyl-ester—somewhat unhandy in 
prescriptions—the shorter and more euphonious 
name of eucaine has been adopted. The hydro¬ 
chlorate crystallises from a watery solution in 
shiny scales with the formula of 

C 19 H 27 N 0 4 HLL, 0 , 

and is soluble in water in the proportion of about 
29 grains to the fluid ounce, i. e. 6 per cent. 

Solutions of from 1 to 10 per cent, may be 
kept an indefinite time; they are not liable to 
decomposition, and the addition of an antiseptic is 
not necessary. The solutions are easily sterilised, 
however, by boiling, which may be done again and 
again, without the least deterioration of quality.t 

Eucaine is less toxic than cocaine, and has no 
effect upon the pupil or upon accommodation; 
it causes hyperaemia, while cocaine induces 
anaemia; J the anaesthetic effect of both drugs is 
exactly alike; the desquamation of the superficial 
epithelium observed when cocaine is applied 
to the cornea, and, because of its favouring 
the entrance of germs, responsible for the septic 
inflammation frequently following the employment 
of cocaine in the eye, does not occur after 
eucaine,S and as solutions of eucaine do not need 
the addition of carbolic acid, the deleterious effect 


* * Deutsche Mediz. Zeit./ No. 34, April 27th, 1896. 
f Robert Brudenell Carter, F.R.C.S., ‘ Lancet/ July nth, 
1896. 

J Vinci and Carter, loc. cit. 

$ Berier, ' Revue de Th^rap./ June 15th, 1896. 


of the latter, happening as it does in many cases 
is also avoided. 

Solutions of greater strength than 10 per cent, 
are apt to separate some of the eucaine after a 
while, and are not advisable. Dentist Kiesel, of 
Berlin, considers twelve syringefuls of a 15 per 
cent, solution to constitute the maximum dose, a 
Pravaz syringe, such as he employs, holding about 
15 minims. Dentist L. Wolff, chief of the Dental 
Clinic in Berlin, who made use of eucaine in 128 
extractions of teeth, some of which were very 
complicated and tedious, and who is greatly 
pleased with the results obtained, administers 
much smaller doses. For the purpose mentioned 
he declares 3 to 5 minims of a to per cent, 
solution to be sufficient if injected into every root. 

The new local anaesthetic probably has thus 
far been used in America more generally by 
dentists than by physicians. Dr. John W. Robb, 
of Philadelphia, who employed it to a considerable 
extent in his dental practice, gives the following 
directions, which coincide with those recom¬ 
mended by other observers: 

Dissolve 15 grains of eucaine hydrochlorate in. 
2\ fl. drachms of distilled water (5 per cent, 
solution) and boil the solution, which should be 
perfectly clear and be preserved in glass stoppered 
bottles. From 3 to 5 minims of this fluid will 
answer for one root; the doctor never found 
more than 80 minims needed for any operation on 
-the mouth; at least he himself would not over¬ 
step that limit. 

Before injecting, disinfect the mucous membrane 
thoroughly with pyrozone, or a £ to 1 per cent, 
trikresol solution, and be sure the instrument 
employed is aseptic. 

The needle should be inserted, if possible, 
between the alveolar process and the root, close 
to the edge of the gum, and under no circum¬ 
stances at the junction of the alveolar and buccal 
mucous membranes. The quantity to be injected 
is sufficient when the mucosa near the puncture is 
whitened and slightly elevated. Both lingual and 
buccal injections should be made. 

The anaesthesia ensues within about one minute 
after the injection. If care is used there will be 
no swelling in the hard gum, though should it 
occur, a slight lancing would relieve it. The 
oedema, if developing, is harmless and painless, 
and disappears within one to two days. 
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Careful toxicological experiments have fully 
demonstrated the fact that eucaine is decidedly 
less poisonous than cocaine.* From £ to £ grain 
eucaine to 2 pounds weight of animal gave, rise to 
convulsions, and about 2 grains of the drug to the 
amount mentioned of corporal weight caused para¬ 
lysis. But doses of cocaine which produced death, 
of eucaine resulted in recovery. The action on 
the circulation also differs in the two; while 
cocaine accelerates, eucaine lowers the pulse, and 
palsy of the respiratory centres occurs, while the 
heart continues to beat for some time after. Still 
we must not look upon eucaine as innocuous; it 
is no harmless drug, and caution is necessary in its 
use.f But we need not fear such accidents as 
have happened after cocaine, when employing the 
same doses of eucaine. From £ to 1 per cent, 
solutions of eucaine have been used in the urethra 
for analgesic purposes with very good effect, and 
without any untoward symptoms. 

The following two cases from my own practice 
will show the usefulness of the new drug in a 
common complaint. Men frequently consult 
physicians because of premature discharge during 
coitus. Dr. F. R. Sturgis, in his excellent paper 
on the subject, is correct in ascribing this annoying 
symptom in many cases to affection of the prostate, 
most generally due to onanism earlier in life. But 
there are undoubtedly cases in which no such 
lesion exists, but in which we have simply a hyper- 
aesthesia of the deeper portion of the urethra, and 
in not a few individuals the whole canal is remark¬ 
ably sensitive. To shorten the reports I may at 
once state that both cases to be referred to 
immediately, complained of the same annoyance— 
premature ejection,—and that in both no patho¬ 
logical change could be discovered, except this 
increased sensitiveness. 

J. F—, aet. 26, July 5th, 1896. On introducing a 
No. 20 metallic bougie, much too small for that 
urethra, the latter was found in such a high state 
of hyperaesthesia, that notwithstanding the utmost 
tenderness observed in the operation, I had to 
desist, because of the excruciating pain pro¬ 
duced. I then injected about twenty drops of a 
4 per cent, solution of eucaine, with the result of 
greatly reducing the sensitiveness. At the next 

* Vinci, loc. cit. 

f Prof. Liebreich in the sessions of the ‘ Hufeland- 
Gesellschaft,’ Berlin, August 18th, 1896. 


visit, three days later, the patient reported that the 
day following the introduction of the instrument, 
his trouble appeared decidedly lessened. I then 
confined myself to the injections, which for a week 
were first made daily, then for two weeks more 
every second day, and finally for a month twice a 
week, when the patient pronounced himself cured, 
although the urethra still showed more than nor¬ 
mal sensitiveness along the whole canal, whenever 
I employed the bougie without the protecting 
eucaine. 

Charles W. M—, aet. 39, August 16th, 1896. A 
No. 26 bougie passed easily until it reached the 
prostatic portion of the urethra, when the operation 
became exquisitely painful to the patient. Profit¬ 
ing by my experience in the first case I confined 
myself to the application of 4—5 drops of a 6 per 
cent, solution of eucaine to the sensitive part of 
the urethra, an operation which I performed by 
introducing a rubber catheter to the hyperaesthetic 
neck of the bladder, then injecting the solution 
through the instrument, while slowly withdrawing 
the latter about an inch, so as to reach the whole 
of the portion of the canal involved. For con¬ 
veniences sake I later employed twelve to fifteen 
drops of a 2 per cent, solution of the same drug, 
even that quantity being difficult of application in 
that manner, as a certain amount of fluid is 
necessary, if it is 1 6 pass successfully along the 
tube. Afterwards I made use of a metal instru¬ 
ment. Great improvement also occurred in this 
case after a treatment of two months, when the 
patient had to return to his home in the interior 
of the States. 

As eucaine to all intents and purposes com¬ 
pletely takes the place of cocaine, there is no more 
to say except that its field of usefulness is exactly 
the same as that of the latter drug, but enlarged 
by its decidedly less poisonous character, which 
enables us to employ it when the disturbing 
sequelae and the other properties mentioned above 
of cocaine forbid the application of that remedy. 
I may add, however, that in one class of cases 
eucaine has proved specially successful in my 
hands, viz. : in cases of irritative cough, more so 
of young women. No morbid change can be 
discovered, even irritation due to reflex must be 
excluded in the absence of a causing element. 
The application of a few drops of a 6 per cent, 
solution of eucaine to the soft palate, uvula, and 
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epiglottis will as surely remedy the complaint, 
as, when done high up in the nose to the 
Schneiderian mucous membrane, it will cure the 
irritative nausea and vomiting in hysteria, and 
even the emesis in pregnancy, at least in the 
majority of cases. 

Finally, I may state that as yet I have not seen 
a eucaine habit develop, a danger always threaten¬ 
ing when cocaine is employed for any length of 
time. Whether this does not set in because of 
my care in gradually withdrawing the drug, and 
because of my always trying to retain the patient 
until a sufficient time has elapsed after the with¬ 
drawal, to prevent the growth of such a habit, or 
whether this risk is less with eucaine, I have not 
been able to decide. 

Eucaine hydrochlorate has come to stay, and 
will in the end supplant cocaine altogether, except 
in cases in which the immediate contraction of the 
blood-vessels or the dilatation of the pupil should 
be specially desirable. Of this I am the more 
convinced, as the idea has been exploded that 
cocaine is a preserver of vital energy, and that 
individuals under its influence may continue for 
days to perform physical labour without the 
necessity of food. For Anrep* found that death 
from starvation sets in about the same day, 
whether cocaine is administered or not, and that 
the daily loss of bodily weight under such circum¬ 
stances also is uninfluenced by that drug. These 
facts deprive cocaine of its last advantage, as 
compared with eucaine. 

H. Engel, M.D., Charlotte Medical Journal . 


THERAPEUTICAL NOTES, &e. 


Purulent Rhinitis in Children. —In a recent 
article on this subject Dr. J. Homer Coulter says : 
There is a general impression that purulent rhini¬ 
tis is always due to a syphilitic, tubercular, or 
scrofulous diathesis, or to unusual uncleanliness. 
The writer believes that a stenosis in the nasal 
passage, with resulting change in the epithelium, 
is a more common cause than any of these. 


* ‘ Handbuch der Arzneimittellehre von H. Nothnagel 
and M. J. Rossbach,’ 7th edition, page 707, article 
“Cocaine.” Berlin, 1894. 


Purulent rhinitis must be carefully differentiated 
from the condition following adenoids, impacted 
foreign bodies, a sinus involvement, or a necrotic 
process. The various results of purulent rhinitis 
are exhaustion of the epithelial cells and mucous 
glands of the nose, causing an atrophic rhinitis, 
change in the voice, pharyngitis, tonsillitis, and 
bronchitis. There may be also gastric disturbance 
caused by swallowing the discharge, or indefinite 
septic symptoms such as furunculosis, anaemia, 
or other comparable conditions. The treat¬ 
ment is, first and foremost, absolute cleanliness 
by means of an alkaline antiseptic spray. 

American Medico-Surgical Bulletin . 


Oxycyanide of Mercury; Ophthalmia Neo¬ 
natorum. —Von Sicherer recommends the use of 
mercury in the treatment of ophthalmia neona¬ 
torum. The advantages of this drug were first 
brought to the attention of ophthalmologists by 
Schlosser, at the meeting of the Ophthalmological 
Society in Heidelberg. Schlosser demonstrated 
that this preparation presented antiseptic proper¬ 
ties equal to those of the bichloride of mercury, 
but caused much less local irritation and much 
less power of coagulating the albumen than the 
corrosive sublimate. Generally in acute affections 
of the conjunctiva 1 or 2 per cent, solutions were 
used. In ophthalmia neonatorum a solution of 
1 in 500 has proved most effectual, and has been 
used exclusively in this affection in the University 
clinic for several years past. The application is 
extremely simple. After eversion of the lids they 
are rinsed thoroughly with this solution, and in 
such a manner that every fold of the conjunctiva 
is freed from the secretions. This should be done 
daily. Instruction should be given for the con¬ 
stant use of ice compresses. The nurse should 
be cautioned against removing the secretion, for 
unless the greatest care is exercised, injury is done 
to the superficial layers of the cornea, with sub¬ 
sequent ulceration. If the cornea is not already 
affected when this treatment is begun, a favourable 
termination can be absolutely guaranteed, which 
is by no means the case with other methods of 
treatment. Even when slight infiltrations of the 
cornea exist, by this means they can usually be 
made to subside, and it is only in extensive ulcera¬ 
tions and in prolapsus of the iris that this and 
other means of treatment are of no avail. If the 
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results of the ordinary method of treating this 
affection—namely, brushing with a 2 per cent, 
solution of nitrate of silver and neutralising with 
a solution of sodium chloride—be compared with 
those obtained by simply rinsing with the oxy- 
cyanide, the preference would be unhesitatingly 
given to the latter method. An efficient remedy 
for combating a disease which causes 41 per cent 
of the cases of total blindness should be wel¬ 
comed by all. 

Miinchener med. Wochenschrift. 


Early and Intensive Method of Caring 
Syphilis. —Manino reports the highly successful 
results of eight years’ experience with this treat¬ 
ment (‘Giorn. It. delle Mai. Ven.,’ p. 50). Instead 
of waiting for the usual symptoms to appear, the 
initial chancre is excised or thermo-cauterised and 
calomel injected every fortnight for ten to twelve 
months (10 centigrams calomel to 1 gram glycerine 
and one drop water). After this the injections 
are made every twenty days for three or four 
months; then one in sixty days for two months 
more, when potassium iodide is administered for 
two months; then two months more of mercury 
injections, this time the sublimate. The patient 
then rests for a couple of months, when the iodide 
is recommenced for a while, followed by a proto¬ 
iodide, which is kept up till the end of the second 
year. The initial chancre soon subsides, and no 
secondary or tertiary phenomena have appeared 
in any of the cases treated during eight years. 
The inconveniences of this treatment, the painful 
injections, the temporary loss of appetite and 
weight, are far more than compensated by the 
victory over the disease, which is arrested before 
it becomes constitutional.— Bulletin Med . 


Small Medicinal Enemas for Children.— 

“ An enlightened return to the practice of admin¬ 
istering medicines by the rectum seems to us a 
veritable progress.” With these words Montenuis 
concludes an urgent appeal for the more general 
use of the rectal syringe in treating children. In 
convulsions nothing acts more rapidly and surely 
than a teaspoon or half of pure glycerine adminis¬ 
tered per rectum, followed in fifteen minutes by a 
second injection of twenty-five centigrams of 


antipyrin in the first year, and fifty in the second, 
increasing fifty centigrams for each year. Ac¬ 
cording to the author, Comby and others, children 
tolerate quite large doses of antipyrin without 
disturbances, so that it can be prescribed with 
confidence. If there are febrile and convulsive 
symptoms it must be given in large and not 
fractional doses. In convulsions it should be 
administered at 1—10 to 1—20 according to the 
age. The solution at 1—5 produces a slight, tran¬ 
sient smarting. In vomiting, with gastric disturb¬ 
ances and headache, antipyrin is again indicated, 
and the rectal method by far the one to be 
preferred for several reasons. Habitual constipa¬ 
tion often yields permanently to small injections of 
pure glycerine. When it is necessary to supply the 
system with liquids in infective diseases, to ensure 
the proper functions of the kidneys, &c., the 
liquids can be supplied through the rectum, and 
all the medicines administered that way. The 
doses are generally the same as by the mouth. 
Antipyrin seems to act more rapidly per rectum, 
and quinine is equally effective (the neutral hydro- 
chlorate), and is compatible with antipyrin. None 
of the means in vogue will soothe the nervous 
system as rapidly and effectively as these small 
medicinal injections. They are the most powerful 
and the most practical, as has been demonstrated 
again and again. The evils of the old-fashioned 
bulb syringe are avoided by using a small glass 
pneumatic syringe containing five to six c.cm., with 
a rubber nozzle, “ which should be in every 
mother’s arsenal.”— Gaz. Mid. de Lilge. 


Keratolytic Effect of Sodium Chloride.— 

Simonelli has been investigating the effect of 
sodium chloride on ulcers, and finds that it has a 
most surprisingly beneficial action in producing 
healthy granulation, but that it fails to cause any 
growth of skin, which must be secured by supple¬ 
mentary treatment Several cases of torpid vari¬ 
cose swelling of several years’ standing were 
sprinkled with fine salt, when an abundant granu¬ 
lation ensued, proving it a highly efficient dermo- 
plastic remedy. It causes smarting and burning 
at first, almost unbearable in some cases, but this 
is avoided by adding menthol to it in the propor¬ 
tion of 25 to 5.— Gaz. degli Osp. e delle Clin 
September 20th, 1896. 
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Gentlemen, — I wish to lecture to-day on certain 
points relating to the disease conditions of the 
spinal cord requiring surgical treatment. The 
anatomical topography of the spinal cord, espe¬ 
cially in relation to the vertebral column, is fairly 
simple and well rendered in the text-books, but I 
must also say something of the topography of the 
localisation of the functions of the spinal cord. 

So far as the cervical enlargement is concerned, 
we are dealing with a portion of the spinal cord 
relatively easy of access, and the anatomical local¬ 
isation of which is easy, because we can feel the 
second cervical spine very readily, and also the 
spine of the vertebra prominens, the only spine 
which may he difficult to detect being the third. 
The third is easy to localise when the laminae are 
cut away, but in the entire body it is concealed 
under the arch of the second. 

■ As regards the recognition of the nerve roots 
-during an operation, if in doubt, it is to be remem¬ 
bered that the first dorsal nerve root is the last 
large one of the cervico-brachial plexus. The 
determination of the second dorsal is important, 
because it contains the pupillary fibres, and be¬ 
cause, according to some, it sends a few fibres to 
the small muscles of the hand. 

Next, looking at the spinal cord as a whole, and 
its relation to the spinal canal, the cauda-equina 
begins opposite the first lumbar vertebra as a rule; 
but we have to determine exact points in the 
portion of the cord above it, and for that purpose 
must first note the position of the spines which are 
opposite any given nerve roots. In the cervical 
Vol. IX. No. 12. 


region they are, roughly speaking, opposite each 
other, but inasmuch as in the dorsal region the 
spines become longer, so the correspondence 
between any given spine and any nerve root 
becomes further and further distant, so that 
ultimately the tip of the spine is opposite a point 
in the cord two segments lower than might be 
expected. This is of much import, because the 
tendency in diagnosis is to locate a lesion too low. 
Hence, from an anatomical point of view, the 
inclination is towards operating too low. This is 
the first practical warning to be drawn from the 
topography of the spines and their relation to the 
nerve roots. In a diagram in his interesting paper 
in the ‘Journal of Anatomy and Physiology/ Pro¬ 
fessor Reid shows the anatomical variation in this 
correspondence of spines and roots; but as he only 
examined a few subjects, too much stress must not 
be laid upon the diagram. It shows the seventh 
cervical spine to be opposite the origin of the first 
dorsal nerve root, but coming down the cord there 
is an enormous difference found; take the sixth 
dorsal spine that corresponds with the origin of the 
ninth nerve root, so that the difference is even 
two and a half segments. Professor Reid’s next 
diagram is more interesting and more valuable; it 
is one in which we have the actual dissection 
drawn, in which the origin of each nerve root is 
shown, one half of the laminae having been cut 
away, and leaving half the apices of the spines. 

As regards the topographical localisation of 
function, it will help us a great deal in dealing 
with these cases if we consider the chief functions 
in the following order:—Movement, Sensation, 
Representation of the visceral reflexes, and Vaso¬ 
motor control. There are also other functions of 
importance, /. e, the acceleration of the heart, 
dilatation of the pupil, and heat regulation. As 
regards localisation of movement, Dr. Perrier and 
Professor Yeo worked out the various muscles 
supplied by each root, and since their work the 
subject has been much enlarged by Sherrington, 
and especially also by Risien Russell; therefore I 
need not give you the minute details, which you 
can find in the publications of these workers. 
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The cervical enlargement is clearly divided into 
various zones, representing very definite groups of 
muscles. Thus the fifth and sixth roots supply 
Erb’s group of muscles, the deltoid, the biceps, 
and the supinator longus, whereas the eighth 
cervical and the first dorsal roots supply the 
flexors of the fingers and the small muscles of the 
hand. In clinical work we find that any given 
lesion affecting one portion of the cervical cord 
bears more heavily upon one or other of these 
extremities of the cervical enlargement, and if 
they are kept in mind it is easy to strike a rough 
topographical diagnosis and the details can be 
filled in afterwards from reading the original 
monographs on the subject. 

As regards the representation of sensation in 
the upper limb, affections of sensation evoked by 
lesions of the cord are now grouped so far as they 
effect the pre-axial or post-axial border of the 
limb. If we look at the upper limb in its 
so-called anatomical position and draw a line up 
the front aspect, and then continue it up the front 
of the biceps, that divides the limb into a radial 
half or the pre-axial, and an ulnar half or post- 
axial. Here we have a rough and ready means of 
diagnosis, for the pre-axial side is supplied by the 
posterior roots of the fifth, sixth, and seventh 
cervical nerves, and the post-axial by the seventh 
and eighth cervical and first dorsal. As regards 
sensation, therefore, we have herein a sharp 
distinction for the purposes of topographical dia¬ 
gnosis, that is, for tactile and temperature sensa¬ 
tion and perhaps also for the muscular sense. The 
localisation of the sense of pain is, however, 
another matter; that is conducted by the central 
portions of the spinal cord, as originally demon¬ 
strated by the experimental work of Schiff, and 
confirmed long after by the clinical investigation 
of the condition known as syringomyelia, which 
I shall refer to later on. 

As regards the representation of the viscera in 
the spinal cord, fibres pass out from the upper 
dorsal region to the heart and lungs and from the 
lower portion of the dorso iumbar region to the 
abdominal viscera, chiefly to innervate the blood¬ 
vessels. The cardio-accelerator fibres come down 
the lateral column and leave by the eighth 
cervical and the first dorsal roots ; they possess a 
special importance where there is both a paralytic 
and an excitatory lesion of the cervical cord. In 


such patients the pulse may vary from 130 to 
140 without any concurrent phenomena indi¬ 
cating severe constitutional disturbance, and such 
an isolated effect may occur in phases. 

Putting the representation of the vaso-motor 
and cardiac fibres aside, we pass on next to the 
pupillary fibres; they descend to and leave by 
the second dorsal nerves, and in them we have a 
very useful help in diagnosis. In a case I showed 
last year to the British Medical Association of frac¬ 
ture of the sixth cervical vertebra with compression 
paraplegia, there was greater injury on one side 
(the left) of the cord and consequent paralysis of 
the dilator fibres of the pupils on the same side 
and congestive changes in the optic disc of the 
same eye. All these symptoms disappeared on 
the compression being removed. 

Continuing the subject of the localisation of 
the viscera, the innervation of the pelvic viscera 
must be taken next, viz. that of the bladder and 
the rectum. Here localisation does not help us 
much for surgical purposes, the nerve roots con¬ 
cerned are long, and a lesion in any part of their 
trajectory produces nearly the same effect as a 
lesion in the cord itself. As regards the cord, 
we have to remember that the region of origin of 
the third lumbar nerve roots is opposite the upper 
border of the laminae of the twelfth dorsal 
vertebra, and yet the cord ceases only at the 
distance of one and a half vertebrae lower; there¬ 
fore we have in this small portion compressed all 
the representation of the abdominal organs. 
Hence, if we simply remove the arch of the 
twelfth dorsal and first lumbar vertebrae, all that 
part of the cord is easily exposed. Of course, 
/some day a finer degree of localisation will be of 
great importance. 

We come next to the question of heat regulatory 
fibres. All will concede that there are heat*con¬ 
trolling centres somewhere in the central nervous 
system. Personally, I believe they are in the cortex 
in the Rolandic region, and that if we damage the 
fibres from these centres at any point in their path 
down to the periphery, we are liable to get a rise 
of temperature. While passing through the cord 
they will, of course, so far as localisation goes, be 
the most numerous in the region of the cervical 
enlargement, and therefore we ought to expect the 
most thermic effect to be produced by lesion of 
that part. It has been known since Brodie that 
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lesions of the cervical spinal cord frequently pro¬ 
duce rise of temperature in the body to a consider¬ 
able extent, and when the paralytic condition 
becomes marked, we may see even hyperpyrexia, 
but commonly enough we have 103° and 104° 
as an ordinary clinical incident. Further, in a case 
where an operation has been performed for a 
lesion of the cervical enlargement, and there 
is retention of cerebro-spinal fluid in the wound, 
you will see rises of temperature from apparently 
affection of the thermic fibres. 

Speaking now of treatment, I take it that the 
commonest cases for surgical interference are those 
of injury or caries of the vertebra or tumours of the 
spinal cord, because tumours of the spine itself do 
not lend themselves to operative interference ; they 
are usually sarcomata springing from the periosteum 
of the bone, and so they involve all the structures 
round, and any complete operation must include 
a removal of the whole segment of the column— 
a project which is hardly feasible. 

We will turn first to injuries of the spine produc¬ 
ing lesions of the cord, and before I proceed to the 
actual condition as seen in these cases, I want to 
again remind you of the point that I emphasised 
before, because I am convinced of its practical 
bearing—that is, the danger of your diagnosing the 
lesion too low. As showri by the modern method 
of staining, the posterior spinal roots as they enter 
the cord divide into two channels, an ascending 
and a descending one. It has quite recently been 
shown by Dr. May that probably it is the descend¬ 
ing root which is concerned with the reflex move¬ 
ments, and therefore the representation of various 
reflexes can well be apparently lower than the entry 
of the nerve root. The ascending degeneration is 
such as we see in injury of the spinal cord, and as 
shown in this specimen it appears in Burdach’s 
column as a white patch (Weigert staining), and 
creeping in towards the column of Goll and up the 
direct cerebellar tract. Now as to injuries ; I think 
we ought to consider injuries of the spinal cord by 
dividing them into recent cases and long-standing 
cases, and also according to the locality of the 
spine: the last is the least important, though the 
locality of the mischief does play a certain part in 
the consideration whether we shall operate or not. 
For example, in, the cervical region of the spine 
the vertebra are very unsupported, and at the 
same titne dwing to violence, such as falls on the 


head, this is the portion of the spine which most 
frequently receives the greatest amount of de¬ 
structive force; therefore the same degree of 
violence affecting the cervical spine will cause 
more injury than it would do to the dorsal spine : 
we must always anticipate that it is worse than 
what we observe, and that leads us to the rule 
which solves the question which has very often 
been asked in surgical discussions on this matter, 
—supposing you have an acute case, it is advisable 
to wait before operating, provided you have no 
compression and no proof of continued compression 
of the cord : from the point of view of locality the 
answer will be “ wait ” if the lesion is in the cervical 
region, but there is no reason to wait if the lesion 
is in the lumbar or dorsal region. The most fatal 
cases of fracture of the spine, in fact, are those in 
the cervical region, because it is the weakest part, 
and the cord there is the most likely to be crushed. 
There is one good feature of the cervical region, 
and that is that it is a fairly roomy portion of the 
cord, though not so roomy as the dorsal, and it 
is very mobile, and provided the cord is not com¬ 
pletely divided, it is astonishing how the patients 
can recover. In a case under my own notice 
the patient walked about for some time (six days) 
with the body of one of the cervical vertebra 
completely fractured. There is, therefore, con¬ 
siderable potentiality of recuperation, provided 
the cord is not completely divided. But to return 
to the original question, I think the most im¬ 
portant point is whether the injury is recent or 
long-standing. If the lesion is acute and in the 
cervical region, then certainly wait. As recards 
the other regions, the dorsal region, I think that 
if there is not evidence of continued compression, 
in all recent cases, it would be better to wait a 
little. As regards the lumbar region, I do not 
think you want to wait to operate ; the operation 
is simple, and as usually the nerve roots of the 
cauda equina become involved in such a fracture, 
and they undergo such profound degenerative 
changes, they must be freed as early as pos¬ 
sible. In long-standing history of fracture of 
the spine with paraplegia and so forth, the ques¬ 
tion of surgical interference must be finally 
decided by ascertaining whether the cord is 
divided or not. In the first place, as has often 
been pointed out, the spinal cord may often be 
crushed by the vertebra being brought together 
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: and then Springing baclc again. Such a degree of 
crushing may be produced eveh to the extent I 
c show you here, and If We have a crush like this it 
’ means absolute destruction of the cord at that 
point. Absblute destruction' of the cord has ’ 
never been followed by regeneration. Unlike 
peripheral tterve regeneration, there has 1 been no 
reparation in any case thait I know of, and it is 

I a very Unfortunate thing, the reason for which has 
yet to be found out. Laceration of the cOrd may 
be only partial, and may be restricted quite 
locally. Nowhere I show you a case of severe 

II injufy to the spine, with fracture Of a number of 
the laminae} the uppermost have retained their 
position, but one has been dislocated. 'Under 
these circumstances, therefore, this patient would 
have' laceration of the right side otf the spinal 
cord, an irregular hemisection produced by the 
fracture. If it were a long-standing case you 
could diagnose the etfaCt extent of the injury; and “ 

1 ’ in a recent case you Would be able to get crepitus 
in sodi a Condition. 

The question of the compression 6fLhe cord 
? is nbt a simple matter. In all casei 6f injury we 
have a certain amount of thickening in the region 
actually compressed. This rule holds in disease • 

• Of the pCrithecal tissues around the dura mater, ’ 
and in cases of caries it occurs to a great extent, 

1 and it iS'this condition which MacEwen has 
described as tumour pressure. It ir essential to 
remote the whole thickening ih cases of caries, 
but in injury it is less marked and only confided 
to ! a feW adhesions. 

Ih permanent compression,* in long-standing 
' injuries, we must be guided by whether the spinal 
cord is hopelessly destroyed (completely cut across) 
or not. In casts where there is anchylosis we can 
surmise from the angle of the spine the degree of 
destruction that any of the Vertebral bodies have 
•suffered, and that the Upper part of the cord has 
or has not been completely divided. If you saw 
that the deformity from fracture was extreme, you 
-would be justified in saying it was a case for non¬ 
interference. 

There is another point which demands attention, 
and that is* the effect upon the spinal cord where 
a little laceration of nerve-tissue has occurred, but 
wheri the crushing has been sufficient to cause 
haemorrhage in the spinal cord. Here is a photo¬ 
graph of a case from the Army Museum at 


Washington, of a crush: injury t6f the .cervical 
region: you see it has produced only a small 
degree of angular curvature projecting into £he 
neural canal, and that there is a little depression in 
the cord, but it is* of small moment, for the. cord 
itself is in its interior practically destroyed by the 
haemorrhage.' This hematomyelia in cases of injury 
is of the greatest importance; and is far as its pre¬ 
sence is concerned there is fortunately one*way 
by means of which we can diagnose it, namely, (the 
existence of analgesia and muscular atrophy. 

Haematomyelia occurs almost invariably in the 
grey matter ctf the cord, or in: its immediate neigh¬ 
bourhoods and consequently there is analgesia 
Of the part, which may. be onljn imperfectly anaes¬ 
thetic, just as in-syringpmyelia you faave a differen¬ 
tiation between analgesia and anaesthesia, and this 
in cases of fracture, may be made out after the 
dcute symptoms have subsided j This condition 
would be diagnosed as a complete ^division of she 
cord, because during the first month there would 
be disappearance of reficoces and probably both 
analgesia and anesthesia, though i later t partial 
recovery might occui^ and the i patient’s condition 
pass into the davs of long-standing cases. Would 
you be inclined to operate on such partial recovery ? 
So far as we.are dealing with laceration or destruc¬ 
tion of the cord from springingbackof the vertebrae, 
or from haematomyelia in chronic ceases; thisi ques¬ 
tion of interference can be fairly salVedpbnf.when 
the case is acute the question of actual degree of 
damage is difficult to determine, and as operation 
can be of no service in complete severance of-the 
cord, you look for further assistance. 

There is another symptom tb help ’you here, 
and if it is present it will settle * be question; that 
is, vaso-motor disturbance.' Vaso-motor paralysis 
exhibits itself as a pink blush with a swelling ofethe 
skin; the: limb is cedetnatou^ but it is not true 
oedema, there is a certain degree of stagnation of 
the lymph circulation, but the swelliogiscarcelypits 
on pressure; If this vasal change occurs, it shows 
that the cord is absolutely divided, and yon near 
accept it as a symptom indicating non-interference 

Finally, as regards the details of treatment 
of spinal injuries we recognise the precedence 
of the classical method of extension and fixa¬ 
tion, and later resort to operation. If it can be 
diagnosed that there is pressure on the dord 
through some portion of the bone being driven in, 

Digitized by Google 




Tha'Clinie&l Journal.] 


MR* HORSLEY—DISEASES OF THE SPINAL CORD. [Jan. 13,1897. i8l 


operation should be undertaken as a primary 
measure, and if there is a reasonable suspiqion of 
the’ {rare) presence of haemorrhage outside the 
cord you would be justified in operating at once; 
otherwise, it is better to wait for, say, fourteen days 
before operating. 

The operation itself is a simple matter of lami¬ 
nectomy, with this important point to observe, 
that you remove completely all the portions of 
bone in the neighbourhood and you must clear 
out a completely free space at the seat of the 
injury. If you leave any of the bone you neces¬ 
sarily increase the adhesions and also the peric 
thecal thickening. 

Passing now from injury to caries, the nature of 
the lesion in the latter disease is fairly well under¬ 
stood ; we all recognise that we have suppurative 
tubercular disease of the bodies of the vertebra, 
and that that produces secondary paraplegia by the 
simple compression of the cord. It is necessary 
to add a few words here on the pathology of this 
condition, and we have to recognise the truth of 
the position established by Schwartz on this 
subject, that whereas the disease is primarily one 
of the degeneration of the vertebral discs, the 
abscess that forms tends to protrude under the 
anterior common ligament and then on each side 
of the spinal cord ; it is plain that the disease of 
the spinal cord itself is secondary, the spinal cord 
is not attacked by the tubercular mischief at all, 
though there is a marked perithecal inflammation. 
There is within the dura mater a local pachy¬ 
meningitis which is not tubercular, but which may 
lead to occlusion of the vessels, and therefore the 
cord becomes the seat of myelitis, which is a 
degenerative condition resulting from the ischaemia 
just mentioned. There are three stages in this 
condition : there is the outbreak with its consequent 
compression of the cord, the formation of an 
abscess, and at the last myelitis. In practice you 
should arrange these cases in clinical importance 
according to the age of the patient: above thirty c 
years of age it is most dangerous, below thirty it 1 
is one, comparatively speaking, most easily d&dt 
with by surgical interference. Caries, then, is a‘ 
disease which begins in the bonei lnvbiving the 1 
intervertebral disc, and with the early formation Of, 
an abscess beneath the anterior common ligament. 1 

I show you next a specimen fri J which there ^ 

is very marked,, angular deformity. " Great stress 

U ' rv.» vy- . * ,;;;v .* vOairl* 


is sometimes laid on the fact that paraplegia is 
not present with notable angular deformity in every 
case. There is, of course, plenty of room between, 
the laminae and the cord, and so for a time para-, 
plegia may be avoided; but if the inflammation 
increases then there follows a mechanical compres¬ 
sion of the cord against the laminae, and compres¬ 
sion is established. 

Next as regards the symptom of local pain. 
This case I show you is an extreme case, with 
multiple abscesses just between the first and 
second lumbar vertebrae, and opposite the roots 
of the chorda equina. Severe pain. results in 
^uch a case because the nerve roots are involved. 
But severe pain is very exceptional, and perhaps, 
this is because the disease is, as a rule, in a part 
of the spinal column where the nerve roots are: 
smallest (that is to say, in the dorsal region), and 
. of course, deformity may be very great, though , 
it would need very extreme compression to bring 
the foramina together so as to compress the small 
roots of the dorsal nerves, and therefore we get 
very little pain in caries of the dorsal region. I 
have seen it, however, in extensive caries where 
several vertebrae altogether collapsed. 

Now one word about the presence of myelitis. 

It is a matter of great importance to realise the 
probable existence of this disease condition before 
we operate. If we are satisfied that it exists in 
any case of an adult patient, I am quite certain we 
ought not to think of operating. Now, how are 
we to detect its existence? I admit it is very 
difficult. In the extreme degree of caries with 
myelitis the mischief involves the centre of the 
cord, and the means of diagnosing it are the same 
as those for recognising haematomyelia. You 
determine the point by the existence of analgesia; 
in a child analgesia does not contra indicate opera¬ 
tion ; in a child myelitis is recoverable from, but in 
the adult the recuperative power is lower, and it 
should be a contra-indication against interference. 

I said jhst' hbW ^ahy df n6uh"diffieulties in ; 
determihmg what to do in cases of‘fracture are 
smoothed away J during bur treatment of-the 
patient on general principles of surgery. So it is 
with caties. If we see • a case of caries with 
par^Iegia^ bur practice in this hospital is to put 
the pat&nHo- bed ] hnd apply extension, it is little 
gbod on 1 a* Sayre’s ji’cket. The quickest 

plap c \& 'ik ptit the patent [in bed oh his Back, 

’ gniyi svsrl lirw uoy 1c yiro{r, ' v 
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and then to provide for the extension by the 
elastic method, of the whole body in one straight 
line. What we do, therefore, is to put on anklets 
like the old - fashioned lithotomy anklets, and 
attach to them rubber accumulators,—the ordi¬ 
nary accumulators that you see on a door,—and 
put a perinael band with similar accumulators to 
pull on each axilla; or when the lesion is very high 
up, you put on jury-mast chin straps and fix 
an accumulator to them. With this apparatus I 
have even seen an adult patient get up after six 
weeks, and ultimately walk out of the hospital, but 
of course that is an exceptional case. The proper 
course is to carry out this extension treatment for 
some time, but how long are you to regard as a 
reasonable and safe time to wait ? In a case that 
does not present any of the untoward symptoms 
I have alluded to, you can wait six months before 
it is hopeless; but if there is any indication of 
abscess while the patient is under treatment, then 
you ought to interfere. Now how do you diagnose 
the presence of an abscess? The first question is 
usually the existence of pyrexia: with an evening 
rise of temperature you may diagnose abscess, but 
the temperature need not rise with a large tuber¬ 
cular abscess. It is far better to look to the degree 
of spasticity present. If you have much contracture 
and spasticity produced, and great exaggeration of 
the deep reflexes, it is enough to afford a clear 
indication. Clasp-knife rigidity is what you have 
to look for, and if you have total rigidity you are 
justified in diagnosing abscess, and if there is a rise 
of temperature then the fact is certain. In the 
adult it is very difficult to carry out this extension 
treatment (it is difficult enough in a child), and to 
get them to tolerate it, but it ought to have a fair 
and thorough trial. Now as to operative inter¬ 
ference. The procedure is simple; you have first 
to remove the laminae to abolish any encroach¬ 
ment on the neural canal, and secondly you do 
not do any.good._tQ your ,patient unless aji ped- 
thecal thickening is removed. , The abscess goes 
through the . ordinary.course, generally more pro¬ 
nounced on one side than on the other. If you 
are operating on an early, case, you perhaps see 
nothing. In a wed-advanced case you ^ee a small 
prominence by the side.of the cord, which on being 
touched is found to fluctuate, and on cutting into 
it you findjpus. In the front of that abscess in 
the vast majority of cases you will have lying the 


aorta, the thoracic duct, and the azygos veins, and 
so forth. Here you have the reflection of the 
pleura on each side, so that your next step is taken 
with great care; you enter the abscess and find 
out its limits with a probe. You find out where 
the abscess goes to, and you also find out how 
much bone is on each side, so that you can scrape 
the cavity safely. Having emptied the abscess 
completely you then remove any sequestrum that 
may have formed ; we have had to remove in one 
case the intact body of a vertebra from the front 
of the cord. 

In such case the first step is to cut away on one 
side the whole pedicle and a piece of the trans¬ 
verse process, and then by drawing the cord gently 
aside you can bring out a sequestrum of any size 
through such an aperture. No real benefit will 
result to the patient till you have got rid of the 
abscess; in one case we had to scrape out the 
abscess four times, because the removal had not 
been complete, and when finally well cleared out 
the patient made a rapid recovery. It is a matter 
of much interest that the rapidity of recovery in 
these cases is so striking. These patients often 
begin to recover power in the lower limbs about 
the ninth day, but they ought to be kept in bed as 
a rule for four months, because it remains un¬ 
certain how far the patient is the victim of a 
generalised condition, and therefore there is the 
possible risk of a fresh focus of disease being 
roused into activity. 

The question of tumours of the spinal cord 
comes before us now; these are extremely rare, 
and are to be divided into two heads. The first 
class are those outside the theca. If outside, they 
as a rule unfortunately take their origin from the 
spine itself, and you cannot successfully interfere ; 
but occasionally you come across a case by acci¬ 
dent, as in this case I now show you, of a man 
with symptoms of compression at the level of the 
origin of the third lumber nerye; . on opening the 
spine at the twelfth dorsal vertebra we found that 
it was due not to a new growth, but to a multiple 
hydatid cyst of the vertebral column. That case 
is naturally terminating favourably. 

Intrathecal tumours, however, are quite different. 
Those occurring in the arachnoid and pia mater are 
the most remarkably localised. This specimen is 
from the back of a patient from whom a myxoma was 
removed ten years ago, and which illustrates the re- 
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cuperative powers of the spinal cord. In this case the 
tumour was absolutely localised, recovery was com¬ 
plete, and there has been no recurrence. Provided 
you can diagnose such growths the removal ought 
to be successful This case was a striking object 
lesson of the error of diagnosing the seat of 
lesion too low; I removed three laminae in the 
dorsal region before I saw any signs of the tumour. 
Intra-medullary growths do occur, but I have seen 
only one case successfully operated on, viz. that 
by Mr. Crofts at St. Thomas's Hospital, and which 
was cystic. After opening the cystic growth, which, 
of course, could not be detached without causing 
injury to the cord, there was for some time 
improvement. There are also not infrequently 
gummatous intra-medullary tumours, and which 
being intractable to drugs may be referred for 
operation, but they are so diffuse in the substance 
of the cord, it would be hopeless to attempt their 
removal. The question of the recuperative power 
of the spinal cord is of fundamental importance as 
regards this matter of operating for tumour of the 
cord, and is closely connected with the subject of 
syringomyelia. There are two varieties of syringo¬ 
myelia, dilatation of portions of the central canal, 
an embryonic condition; or you may have it 
accompanied by glioma, a combination, in fact, 
of new growth and syringomyelia proper. 

At the request of Dr. Gowers I operated on 
a case of syringomyelia, and tapped the cavity 
in the cord, and the symptoms notably dis¬ 
appeared in consequence of the reduction of 
pressure; but on the closure of the cavity a re¬ 
crudescence of the symptoms occurred. How¬ 
ever imperfect our means of diagnosis may be, the 
only treatment of tumours is operation; no drug 
is known to be of any use in these cases. 


Traumatic Tetanus Cured by Phtoid Acid. 

—Cervellini reports a patient of sixty-eight years, 
brought to him the eighth day after the develop¬ 
ment of tetanus, completely cured in three weeks 
by subcutaneous injections of 2 per cent, phenic 
acid every two hours, with a full bath at 40° C. 
lasting two to three hours morning and evening. 
He thinks that the disease imparts a tolerance of 
phenic acid so that large closes can be administered 
without fear .—Semaine Med., October 14th, 1896. 


A CLINICAL LECTURE 

ON 

RHEUMATISM AND ALLIED 
AFFECTIONS. 

Delivered at the Central London Sick Asylum, 
November 26th, 1896. 

By JOHN HOPKINS, F.R.C.S., 

Medical Officer to the Institution. 


Ladies and Gentlemen, — I propose to show 
you to-day a few cases of rheumatism; and to 
begin with, I will say a few words as to the 
evolution of this conception “ Rheumatism.” I 
would recall to your minds certain well-known 
historical facts which are to be found in modern 
works on rheumatism. The term originates from 
the Greek word pew, which is also responsible for 
the word catarrh. How far the ancients looked 
upon rheumatism as a catarrh of the joints I do 
not know, but the two words had very much the 
same meaning ; and it appears that it was only 
about 250 years ago that rheumatism ” was 
specially used by Ballonius, to signify 4< the flux 
of phlegm,” as it was termed, to joints. Whether 
any marked distinction between flux to joints and 
flux to mucous membranes had been made before 
that time I do not know. At any rate, there is no 
doubt that 250 years ago rheumatism, or effusion 
into joints, was specially described. At that time, 
also, gout was recognised as something distinct 
from rheumatism by the same man Ballonius. 
From that time the meaning of the word has 
doubtless undergone very many important changes, 
pari passu with the increasing knowledge that 
men have had of this trouble. Rheumatism has 
always had attached to it the idea, more or less, 
that it is a disease due to cold, and Dr. Fagge says 
that in Germany the ideas of rheumatism were so 
entirely imbued with this conception of cold as a 
cause that not only rheumatic affections were 
called rheumatic, but other diseases that had 
apparently no connection whatever with rheuma¬ 
tism, except in so far as they were due to cold, 
were called rheumatic. The fact that gout and 
rheumatism were not distinguished before the time 
of Ballonius seems to have survived in the hypo¬ 
thesis that finds expression in the designation 
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“ arthritic diathesis.” The arthritic diathesis is 
supposed to be a peculiar constitutional condition 
which, when possessed by a family, specially pre¬ 
disposes that family to a certain class of diseases— 
rheumatism, gout, and rheumatoid arthritis. One 
member of a family may have acute rheumatism ; 
and another, it may be a brother, or it may be a 
child, or a grandchild, may have gout; and an¬ 
other may have arthritis deformans, and so on. 
There have been published statistics proving how 
frequently these diseases occur in certain families. 
In Ballonius’s time the word rheumatism embraced 
all those diseased conditions which we now re¬ 
cognise as lying between rheumatic fever or 
acute rheumatism on the one hand, and on the 
other arthritis deformans pure and simple, which 
in its typical form is a slowly progressive disease 
without any antecedent acute rheumatism, or 
without any exacerbations. But in process of time 
there was separated from this wide class of 
diseases, first one minor kind, and then another, 
which bore sufficiently characteristic marks to dis¬ 
tinguish them from the rest. Arthritis deformans 
was described by Adams under the title of rheu¬ 
matic arthritis. He distinguished it as something 
apart from ordinary rheumatism. Sir Alfred 
Garrod described it under the name rheumatoid 
arthritis, thus taking one further step towards 
separating this disease from rheumatism. The 
Germans call it arthritis deformans, and I think 
it is now known by that term very often in 
England. This name merely suggests the con¬ 
dition, without making any claim to its relation 
with rheumatism. 

Then among other classes which have been 
separated we have blennorrhagic rheumatism; no 
doubt in time we shall have that affection univer¬ 
sally recognised as blennorrhagic arthritis, the 
name rheumatism being separated from it. There 
still remains rheumatism ; this has been subdivided 
into various qlasses-r-we ha.v£ acute rheumatism, 
subacute rheumatism, and chronic fibrous rheu¬ 
matism. Acute rheumatism is hot recognised as 
often running on to arthritis deformans, but sub¬ 
acute rheumatism, a disease in which there is 

1 ' ■ ! ‘ \ VI;; : i ' - 

moderate temperature and effusions mtd joints, 
the patient lying up. for two Qr three >veeks, or 
perhaps , only for a few days, and a disease in 
which there are more or less frequent attacks, 
does undoubtedly very.often run on into .arthritis 


deformans. There seems to be a prevailing idea 
that subacute rheumatism is a thing apart from 
arthritis deformans, and that there is such a thing 
as arthritis deformans with successive attacks of 1 
inflammation of the joints, with rise of temperature 
and so on, which is not connected with subacute 
rheumatism. But, clinically, I think that most 
people have very great difficulty in distinguishing, 
if it is not absolutely impossible to tell, the difference 
between ordinary subacute attacks of arthritis defor¬ 
mans and ordinary subacute attacks Of rheumatism ; 
in fact, they are practically the same disease. In 
France, I believe it is maintained that arthritis 
deformans is quite commonly a result of subacute 
rheumatism. Thus, although arthritis deformans 
has been separated from rheumatism m name, yet 
there are many cases occurring from which it 
becomes evident that arthritis deformans is a 
direct outcome of a subacute rheumatic attack. 

I now propose to consider the causes of rheu¬ 
matism. These are, first, cold and damp. These 
are still universally recognised as causes of the 
disease. Other causes may be summed up under 
the heading “ All causes which disturb the balance 
of intake and output.” That is to say, if a patient 
is putting out more energy than he is taking in, . 
then he or she (and it is a disease which is much 
more common in women than in men) is subjected 
to those conditions which induce rheumatism. 
Scarcity of food, hard work, and large families are 
items to be found in the histories of most of the 
Cases of rheumatism that come here. Then, worry 
and shock are also lowering causes, which diminish 
tjhe resisting powers of the patient. In addition 

1 0 these causes there is haemorrhage. There is no 
loubt that haemorrhages, especially uterine haemor¬ 
rhages, are potent causes of rheumatism, and the 
disease is very closely associated with troubles of 
the female generative system. Haemorrhage from 
haemorrhoids is also a common cause of rheuma¬ 
tism, qr at all £vents is a^common Associate of if. 
FeversJ ag&iri, are vePy lowering. After art attack 
of fever, especially certain fevers^ a number of" 
patients are attacked with’rheumatism. It is ofteh 
met with after measles' and after scarlet fever. Or 


you may encounter any combinations of thosef 
causes; and, indeed, there are generally several. 

I can call to mind a case illustrative of this. ’ A T 
young patient, aet. 15 years, had for three years 
previously menstruated somewhat. profusely, and ' 
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had had some dysmenorrhoea. She had an attack 
of measles, and on recovering from the Hlness, in 
due time She went back to school, and commenced 
anxiously studying For an examination. Here, 
therefore, were three causes. Still, the patient 
was a healthy, well-built girl, and seemed the last 
person to have an attack of illness. However, 
she had an attack of rheumatism, with pains in 
the ankles, knees, wrists, and elbows, as well as 
other joints ; there was also slight effusion. As a 
consequence she rapidly developed fiat-foot. Flat- 
foot fs a common sequel in young women. In 
young women who complain of pains in the feet 
after much standing, you will probably find that 
the deformity is present; and if yon pursue your 
inquiries, you will find that there has been some 
pain not only in the feet, but also in other joints, 
and that these pains are in their turn commonly 
due to trouble in the uterine system. 

I will now touch on the class of cases of 
rheuhiatism associated with, if not due to, some 
nerve disturbance; and under this head I must 
consider all those cases of arthritis which are due 
to nerve influence, although some of them have 
now been so entirely taken out of the class 
rheumatism that their inclusion under that head 
would be regarded as straining a point They 
were all recognised and spoken of as rheumatism 
until quite recently. First, there is Charcot’s 
disease. This is now so well known that I need 
not say much about it, but I may say it is not 
always recognised that Charcot’s disease may 
suppurate; it is not by any means an uncommon 
thing to meet with a suppurating ankle, and when 
the patient is examined you may find that he 
really has ataxia; and patients with ataxia are 
very liable to have diffuse inflammation—in fact, 
erysipelas of the feet. If their joints are of the 
nature of Charcot’s joints, that is, if they have 
undergone structural alteration due to nerve dis¬ 
ease, they are peculiarly liable to invasion by erysi¬ 
pelatous micro-organisms. There is an example 
here which I shall show you ; but it does not pre¬ 
sent the usual characteristics of Charcot’s disease, 
owing^to the inflammatory changes it has under¬ 
gone. Then there & the arthritis pf syringomyelia, 
identical in appeftranpe with rheumatoid arthritis 
and Charcot’S disease* Again, you may meet with 
actjarthritis dupjto myelitis. A patient comes 
under your care with high fever and Effusion ipto 


the joints; you find out after a time that the 
patient has paraplegia and loss of control of the 
sphincters, and in a short time there is rapid 
wasting of muscles. Ina patient I call to mind 
such a condition was erroneously diagnosed as 
acute rheumatism. Such cases are rare, but 
sufficiently numerous examples are quoted in 
literature. There are cases of true rheumatism 
which are very closely associated with the nervotis 
system. I have had a case of subacute rheumatism 
which passed on to arthritis deformans, in which 
the patient described the onset as being ushered in 
by a pain which shot from the back of her neck, 
down both arms, to the extremities of her fingers,and 
there and then there began a swelling of the hands, 
the joints of the fingers, and the wrists, extending 
half-way up the forearm. She was washing all 
day, went to the tap and rinsed her hands with 
cold water. That was the beginning of her 
rheumatism. Then, again, it is not at all un¬ 
common in slight cases of rheumatism to find that 
there are very marked neuralgic pains. You may 
notice spots of hyperaesthesia on the skin, which may 
be accompanied with shooting pains up the limbs, 
together with very free perspiratibn, especially in 
the affected parts. Such cases are peculiarly sus¬ 
ceptible to draughts. If a patient Who has suffered 
from rheumatism is exposed to a draught, say upon 
the shoulder, from a window for a few moments, 
$he feels a sudden intense pain in the shoulder, 
and may subsequently suffer from pains in that 
int for some considerable time. Further, Dr. 
rd drew attention to the fact (and it is to be 
jound by no means uncommonly if you watch for- 

I t) that rheumatism will affect the joints on one 
ide of the body without affecting those on the 
pther side. One of these patients in the ward 
iays that some year or two before she came in she 
had rheumatism all down her left side. That 
suggests that a determining cause of the joint 

affection was the nervqus system.. . . t r ^ 

Then there is the class of cases which I really 
should associate with the last. Every now and again 
bne comes across a case of rheumatism where the 
patient’s mind is feeble, and memory is defective. 
Such are inclined to cry readily without apparent 
cause, but that condition may be only temporary^ 
That was the case of the patient who has syringp-, 
myelia, and whom I will show to you. tVhen she_ 
came in. I took her case to be simple rheumatic 


an 
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arthrftis, in which the mind was feeble. But the 
latter condition passed off. Again, I had a case 
which shows how difficult it is to properly classify 
in one’s mind the various kinds of cases of 
rheumatism, because they seem so to dovetail 
into one another. A man came in with subacute 
rheumatism of the right knee and left ankle. He 
was by occupation a drayman, was forty to forty- 
five years of age, and he had got wet while driving. 
It was an ordinary case ; there was some elevation 
of temperature, and the effusion disappeared in due 
time from the left ankle. From the right knee, 
however, it did not disappear, and that joint 
became very quickly disorganised; the ligaments 
softened and stretched, and the synovial membrane 
formed big fringes. With loose bodies in the joint 
the limb became flail-like and tender in the lines 
of the nerves; there was wasting of the muscles, 
and when the man tried to stand the knee gave 
way and bulged out. In fact, he had practically 
Charcot’s disease. Had the patient been put 
before a student who was acquainted with the 
clinical features of Charcot’s disease, he would 
probably have said it was a case of that disorder. 
Yet that man had no nerve symptom. He may 
have since developed posterior sclerosis, but there 
was no sign of it then. 

I may revert to that class of cases of rheumatism 
where there is a certain amount of dysmenorrhoea 
or menorrhagia. It is not uncommon for young 
women to suffer at their menstrual periods from 
pains in the joints, or they may have a slight sub¬ 
acute attack of rheumatism, with slight elevation 
of temperature and joint effusion. There may be 
an unquestioned attack of rheumatism at one 
time; at other times merely pain, or there may 
never be anything but joint pain. In certain 
cases, as Dr. Ord pointed out, where there is 
ovarian pain the joints on that side of the body 
are specially liable to be affected, particularly at 
the menstrual periods. I have seen.,a case, in 
which at the menstrual period there was very 
considerable dysmenorrhoea, with ovarian pain, in 
which, at times, there was effusion into the knee- 
joints, and on one occasion what used to be known 
as hysterical, spine—acutely tender points all the 
way down the spine. That case had rheumatoid 
arthritis, neuralgia in the limbs, and sweating. 
Evidently the nerves were very much disturbed by 
this condition, and, I think that case very well 


illustrates how far the uterine system can so affect 
the joints as to produce effusion in a reflex manner. 

I will now ask you to look at the patients. 

This woman’s age is 56; her joints are greatly 
deformed, and she has a history of having had 
rheumatic fever when 10 years old, and again 
when 15 ; she says she has had more or less 
rheumatism every spring since that time. This 
condition came on slowly, and there has been no 
acute attack of it; it has steadily progressed from 
the time of its onset. If you look at the joints 
closely, you will see the proximal phalanges dis¬ 
located on to the palmar aspect, and there seem 
to be developed osteal growths surrounding the 
new joints on the palmar aspects of the heads of 
the metacarpal bones. At first sight you would 
think there was very little growth of new bone 
there, as the ends of the metacarpal bones do not 
appear abnormal when viewed from above the 
pronate hand. You will notice that she has 
glossy skin, which is common in rheumatoid 
arthritis, and there is great wasting of muscles. 
It is not at all an uncommon thing to get a 
history of acute rheumatism in cases of rheu¬ 
matoid arthritis. This is an illustrative case. 
Although she had acute rheumatism twice, the 
attacks left no cardiac trouble behind. She has 
no pain at all, and denies that there has ever been 
any in the affected joints. 

The case presented by this middle-aged woman 
is quite different from the last. There is an en¬ 
largement of the metacarpo-phalangeal joints, and 
the knees are quite stiff, the other joints being 
less affected. When she came in there was very 
marked bony crepitus in the knees. There is 
pigmentation of the skin, and freckles in great 
abundance—a common feature in some forms of 
rheumatism. 

The wrists of this patient in the next bed are 
very greatly distended by effusion, and if you feel 
the joints you will at, once notice Jhe crepitus. 
This patient was here ten years ago; at that time 
she had no rheumatism. She is now 74, so that 
her rheumatism must have come on at a very late 
period of life. You will notice there is a very 
marked grating in the knee-joints. This patient 
has suffered a great deal from haemorrhpids, and 
she suffers excruciating pains, whiqh keep her 
awake at night. Shej never had any high tem¬ 
perature or an acute attack. 
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The next patient (also a woman) had one or 
two attacks of acute rheumatism when she was a 
girl, and there is, perhaps, evidence of it in a 
mitral systolic murmur. She has the condition 
known as Heberden’s nodes in her hands. 
When she came in she had rheumatism in the 
knees, but had, up to that date, noticed no 
pain in the hands. Heberden’s nodes are 
very common in people who are employed in 
scrubbing or are engaged in working hard with 
the hands in the wet and cold. They may have 
no rheumatism anywhere else; it is simply an 
arthritis, the result of employment, and is seldom 
accompanied by pain. But this patient has lately 
had considerable pain in the knuckles and 
swelling of them. She is subject to very trouble¬ 
some haemorrhoids. The left knee was the first 
joint affected, which is now somewhat stiff, 
crepitates, and is obviously larger than the other. 
She had rheumatic fever when 11 or 12 years of 
age. Two years ago she says she had rheumatism 
down her left side. 

This patient, a middle-aged man, has a knee 
and hip which are perfectly stiff. Though the hip 
is absolutely rigid, on comparing the right and left 
hips you will find that there is no difference in 
their size. The knee-joint of one leg contains 
some fluid, as you can see. Some years ago he 
suffered from great effusion into his knee-joints, 
which apparently defied treatment, for the late 
Mr. Beck, of University College Hospital, opened 
the joints and permanently cured the tendency to 
abundant effusion. The disease in the hip is 
chronic fibrous rheumatism, that is, the rheuma¬ 
tism is in the fibrous tissues, and there is a history 
of blennorrhagic rheumatism to begin with. 

The next patient (a woman) is the subject of 
ataxia. You see that she has some ptosis in 
the right lid, with slight squint, and the pupils 
under varying light are fixed. There is no 
patellar,,reflect; some anaesthesia. is present,. and 
she is subject to lightning pains and gastric 
attacks. There is no question about the ataxia. 
The patient’s body falls forward very much, and 
there is considerable prominence of the spine 
at the junction of the lumbar vertebrae with 
the sacrum, and when the patient sways from 
side to side crepitus is very marked* That can 
only, be due to a Charcot’s joint in the spinal 
column. She was in much the same state as 


that you see now when she came in four years 
ago. 

The next case is one of syringomyelia, and I 
wish to demonstrate to you the condition of her 
joints. In syringomyelia there may be an arthritis 
identical with that associated with the name of 
Charcot, and if you compare the two hands you 
see how the fingers of one of them are dislocated 
forwards upon the metacarpal bones, with adduc¬ 
tion to the ulnar side. You will see that the 
shape of the shoulder is somewhat abnormal; a 
considerable pit is seen some distance beneath 
the acromion, due to the displacement of the 
head of the bone. She has practically a Charcot’s 
joint there. One day she fell in the ward, and 
ruptured the capsule ; shortly afterwards an 
abscess was opened at this spot where you may 
see a scar, when some melon-seed bodies slipped 
out. At the time the accident happened the 
injury was not recognised; she felt no pain, and 
she could use the arm much as if she had had 
no accident at all. She raised herself in bed by it, 
and used it for other purposes. When discovered 
the bone was replaced and bandages applied, but 
it was in so uncomfortable a position that in the 
night she released the limb, and was found using 
the arm as usual in the morning. In this limb 
she has analgesia, and is unable to distinguish 
heat from cold or the prick of a pin from touch. 
She is affected thus as far as the middle line and 
in the upper limb on the left side.. As a further 
consequence of the disease in the cord she has 
some spastic condition of the lower limbs. 

The last case is that of a man suffering from 
ataxia, who was admitted with a suppurating ankle- 
joint. The tissues of the foot are much hyper¬ 
trophied, and mask the condition of the joint, 
which still has a discharging sinus. He can walk 
without pain. 

It is impossible to show, at one time, the many 
types of arthritis once classed as rbepmatic, but I 
think you will agree that we have seen a very good 
array. 


Diphtheria and Scarlatina (' Munch. Med. Wochen.’). 
In Munich 65 per cent, of all cases of scarlatina sent to 
the hospital showed an exudate in fauces. Over one half 
(53 P er cent.) of these deposits, when examined bacterio- 
logically, showed presence of diphtheria bacilli; strepto¬ 
cocci alone in 38 per cent. In other words, of all the 
cases of scarlatina sent to the hospital, 33 per cent, were 
combined with true diphtheria .—Philadelphia Polyclinic . 
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CASES DEMONSTRATED AT THE 
CLINICAL MUSEUM. 

BY 

JONATHAN HUTCHINSON, LLD., P.R.S. 

(Reported by J. T. Conner, M.D.) 


Hferpetiform Morphtea without perceptible 
alteration in the consistency of the skin ; 
said to be congenital. 

The patient, a woman aet. 72, showed a very 
peculiar mottling on the sides of the face and 
neck, which consisted of patches of white spots 
like infiltrated lard, about the size of threepenny 
pieces, or less, interspersed with dilated vessels. 
The affected skin was neither indurated nor 
atrophied. There was a well-marked patch over 
the sternal end of the left Clavicle. Higher up 
the neck a few scattered spots were perceptible, 
and on the cheek another group. On the right 
side the condition was much less conspicuous, 
and there was no patch on the cheek correspond¬ 
ing to that on the left. Notwithstanding the 
absence of structural change, Mr. Hutchinson 
considered the case a form of morphcea, but not 
well characterised. The patient said the condition 
was congenital, but he doubted this. It had pro¬ 
bably commenced in early childhood. He had 
never known a congenital case, but he was open 
to conviction on the point, and the patient’s state¬ 
ment might be kept in view in collecting further 
evidence. There was always, he added, some 
deviation from symmetry in these bilateral cases, 
though the same set of nerves was affected on both 
sides. 


Hydrocephalus. 

TJfre subject lyas a. girl ? . nearly 8 years of age. 
The head w^s of very great size, measuring 
28^ inches in circumference, flattened at the 
vertex, and with very great bulging in the 
temporal regions. The face was well-formed, but 
looked, small,. The child f was not njentaliy 
deficient, and could sing or do i sewing; but 
she was unable to watk, v though she could 
go round the table holding it with her hands! 
The lower Umbs were well formed, 1 but 


the muscles were small* and the skin cold and 
livid, especially the left leg* There wast no 
evidence of rickets. This was the history. ? At * 
the third month of the pregnancy the mother was 
severely frightened, owing to her husband being 
bitten by a dog. She had a “ fainting fit,” and . 
was unconscious for three weeks. The labour 
was normal, but the head was large, particularly 
antero-posteriorly. Ossification was very defect 
tive, there being only a few islands of bone, and 
a finger would make an indent at almost arty 
part. When two weeks old the child had con¬ 
vulsions. The fontanelles were not closed at 
sixteen months. The head increased steadily 
from birth, and when she was six and a half years 
was twenty-four inches in. circumference. The 

first dentition was backward, the first tooth being 
a molar, at the age of fifteen months. For the 
first five years she was unable to defecate natu¬ 
rally. An injection had to be used, and the motion 
removed from the bowel. She has improved 
much in general health during the last two years. 
Sometimes for days together the head is so heavy 
that she cannot hold it up; so she sits in a chair* 
and puts her head on a pillow on the table.. 
There is one other child, a girl aged three and a 
half years, quite healthy. The paternal grand¬ 
father and his three brothers died of consumption, 
i Mr. Hutchinson said that the fluid was collected 
in the ventricles and not in the subarachnoid 
space. The latter condition was very rare. The' 
peculiar form of constipation present, inability to 
defecate, was one which was usually associated 
4vith loss of power in the legs, as in this case. 

krythema Multiforme; eruption almost: 
constantly present for four years. 

1 The patient was a policeman, aet. 29. The 
disease began four years ago, and he had only 
peen free from it entirely once, for a short time.. 
tr^ro exacerbations had, occurred, one two years 
ago, and the present one, which commenced a 
month ago. The eruption was confined to the 
hands, beginning as “blisters,” about the size of. 
pin’s heads, which increased to that of a threepenny, 
bit. Some of them would burst, and only these 
acquired an areola. As now seen, the eruption 
consisted of vesicles varying in size as mentioned, 
sparsely distributed on the hacks of the hands, 
the smaller ones having a tendency to.aggregate 
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in groups. There were none on the fingers, but 
a few small vesicles were on the back of the left 
thumb; also the remains of two larger ones were 
on the palm of the same hand. This was the 
•only occasion in which the palm had been 
attacked. He did not feel ill with the attack. 
The unusual features in this case were the persist¬ 
ence of the eruption without intermission, and the 
spreading of the disease to the palm of the hand. 

Interstitial Keratitis in acquired Syphilis. 

The, patient was a man, sent by Mr. Waren Tay, 
who acquired syphilis three years ago. There 
were, hazy obscurations in several places, in the 
left cornea. . There was no iritis. Nothing in 
physiognomy or teeth suggested the inherited 
disease. Mr. Hutchinson remarked on the rarity 
of this complication in acquired syphilis., This 
was by no : means a well-characterised case of 
interstitial keratitis. He bad only seen one such 
in the acquired form. He had, however, seen 
several in which, as in the present instance, there 
r were what might be called threateoings of keratitis. 
In ope, and one only, had he seen it proceed to 
the general opacity sp characteristic of the cases 
in connection with congenital taint 


' THE 'ELEMENTS OF PROQNOSI8 IN 
ALBUMINURIA. 

• (Ttlamon, 1 L’Union Mdd.,’ No, 36, 1896, p. 4*6.) 


The author has collected in this work a number 
of observations and facts, each having its own 
. individual interest and weight; and he points oyt 
> <that it is only after a broad consideration of the^e 
•-r* their presence or absence, their associations, 
and their, significance in any given case—^that it Ss 
. . possible to give a judgment as to the pathological 
condition present. 

. Abundant albumen, with permanent polyuria, is 
. of bad augury. It points to an amyloid lar^e 
white kidney; or to red atrophy, with a rapjd 
course. A degree of albuminuria, varying jn 
amount, but about *5 per cent., and with a urine 


of otherwise nearly normal constitution, gives rise 
to no unfavorable prognosis for the time being, a 
due reserve being maintained as to future develop¬ 
ments. If the urine is pale, of low density, 
wanting in orgaoic constituents, a renal atrophy 
may be suspected. If, in .the course of an acute 
nephritis, or in an acute phase of Bright's disease, 
the proportion of albumen is considerable, while 
at the same time the blood*pressure is increased, 
it may be taken as certain that the, glomerular 
inflammation is still iu active evolution. In the 
intervals between acute phases a low proportion of 
albumen is the sign of a limited and nearly 
stationary lesion; on, the other band* a large 
amount indicates a rapidly progressive lesion. 
The formation, in the course of the cold<» nitric 
acid test, of a dense and defined ring of prfe acid 
above the ring of albumen permits of the con¬ 
clusion that the renalmischief is slight. • It is 
observed in febrile conditions, cardiac troubles, 
and in the albuminuria which precedes gQuty 
attacks. In pale urines of low specific gravity, 
nitric acid sometimes gives a dense cloud of 
albumen, lying over a violet ring of indican, 
which, quickly becomes diffused. This, appearance 
is of evil aspect; it vindicates advanced renal 
lesions, and a profound affection of the. general 
health. In other cases* pale urine of low density 
gives with nitric acid a similar ring of albumen, 
and below a pink ring of uro-hsematin. This is 
well seen in cases of contracted kidney* in the 
albuminuria of the elderly* and in that of anaemic 
neurotic adolescents. :Aato the transitory, inter¬ 
mittent, Cyclical group, of albuminuria included 
under the designation of functional* as pot 
depending on any renal change, the attempt has 
been made to distinguish them by the daily 
fluctuations which, occur in them in the per¬ 
centage of albumen. This feature, however, is 
not conclusive, for similar variations are seen in 
certain cases of true. Bright's disease. Inter- 
mittency implies a low proportion of albumen, 
and disappears when the quantity increases,—as, 
for instance, during the course of an 1 acute 
disease. Abundant albumen, in a pale urine of 
low specific gravity, and large in quantity, but 
poor in urea and mineral acids, implies a grave 
prognosis. A low percentage, in a highly coloured 
urine of normal specific gravity, rich in urea and 
uric acid, is* on the other ihand? of favourable 
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import. A diminution in the quantity of urine 
secreted is of unfavorable augury. Occurring in 
the course of chronic nephritis, and persisting 
in spite of adequate treatment, it heralds the 
onset of uraemia. The proportion of urea gives 
relatively few indications. It is a good sign if 
its elimination is up to the normal standard, and 
a falling off in this respect is unfavourable. It 
should not, however, be forgotten that a pro¬ 
longed milk diet may of itself cause a lowered 
proportion of urea. Hyaline casts and blood- 
corpuscles sometimes occur in normal urine. 
Their presence is not, therefore, a pathognomonic 
sign of organic lesions, as opposed to so-called 
functional albuminuria. Epithelial and haemor¬ 
rhagic casts in any quantity, in an albuminous 
urine, indicate a severe diffuse lesion. The 
hyaline casts are numerous in the albuminuria due 
to venous stasis; they are very rare in contracted 
kidney. Waxy and granular casts are of bad 
prognosis; they are seen in large white kidney. 
In acute nephritis a “dead-leaf” colour of the 
urine is of more unfavorable import than a light 
red tint. It is the latter which is most frequently 
seen in nephritis accompanying acute infectious 
diseases, which usually is cured. In chronic 
cases, haemorrhage is unfavorable ; it accom¬ 
panies tubercular nephritis, renal cancer, or sub¬ 
acute Bright’s disease with a fatal tendency. 
Albuminuria occurring for the first time in a 
person over 50 is always grave. It often implies 
advanced renal atrophy. Moreover, in advanced 
life renal lesions do not tend to improvement. 

Cardiac hypertrophy and arterial sclerosis in the 
young subject indicate advanced disease. A certain 
degree of hypertrophy of the left heart is, however, 
beneficial, for it keeps up the blood-pressure. A 
failure in this respect, with continued profuse 
albuminuria, leads to a grave prognosis. 

As regards the phenomena of uraemia, certain of 
its minor manifestations—headache, auditory and 
visual disturbances, cramps, pruritus, &c.—are not 
necessarily of evil omen, unless they occur in 
the course of a chronic albuminuria and with the 
signs of profound renal alterations. They occa¬ 
sionally accompany advanced mental weakness, 
and in the young, suffering from albuminuria 
preceding gout, may be regarded as not unfavor¬ 
able in themselves. 

In febrile albuminuria the prognosis depends 


not on the quantity of albumen, but of water ex¬ 
creted. It is due to the disturbance of the inner¬ 
vation of the renal vaso-motor areas by toxines, 
and not to the elimination of micro-organisms. 

Cardiac albuminuria is without a diagnostic im¬ 
portance per se; neither does it aggravate the 
original disease. If, however, it persists, after the 
disappearance of a phase of asystole it implies a 
co-existing renal trouble, and is of serious moment. 
In aortic disease, persistent excretion of albumen 
may indicate either a rapid enfeeblement of cardiac 
muscle or a serious renal mischief. Renal embol¬ 
ism may lead to albuminuria and haemorrhage. 

Diabetic albuminuria may be the result of con¬ 
comitant gout, and of cardiac or tubercular com¬ 
plications. Where the gouty tendency is made 
out, the prognosis , as to the diabetes is thereby 
more favorable, as indicating the least fatal variety 
of that malady. But the substitution of albumen 
for sugar is unfavorable. Albuminuria in preg¬ 
nancy depends on an antecedent or intercurrent 
nephritis. Its prognosis is variable. If the pro¬ 
portion of albumen does not exceed one gramme 
per litre, the urine being otherwise normal, the 
outlook is relatively favorable, at least for the 
first six months of gestation. A proportion of 
albumen beyond 2 per cent., with scanty urine 
containing blood, and accompanying anasarca, is 
unfavorable in the extreme. Chronic nephritis 
may remain as a result of the disturbance induced 
during pregnancy. 

Eclampsia is due to an intoxication independent 
of any renal lesion. The albuminuria accompany¬ 
ing or succeeding it is of nervous origin, and its 
prognosis is in relation to that of the eclampsia 
itself. Post-partum puerperal albuminuria is of the 
febrile infectious kind: and its prognosis in no way 
differs from that of the class to which it belongs. 

In syphilis, albumen appears in slight or serious 
forms of nephritis, from the secondary period on¬ 
wards. Some are amenable to specific treatment; 
others persist, and are rapidly fatal. The so-called 
“albuminuria minima” (or functional) may belong 
to any variety. It has usually a favorable prog¬ 
nosis, especially in the young. In the old a greater 
doubt exists, but it by no means always depends 
on renal atrophy, but often on a general atheroma. 
In all cases it may prove to be the first stage of 
Bright’s disease. 

Quarterly Medical Journal , January, 1897. 
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OPERATION FOR PTERYGIUM. 

Although I have tried every one of the ordinary 
methods for the removal of pterygium, still I must 
confess that none of them has given me such 
universal satisfaction as the one I shall describe 
below. It may, perhaps, not be quite as easy of 
execution as others, but then there are no real 
difficulties in it, so that every practitioner of aver¬ 
age ability ought to be able to perform it. What¬ 
ever else there may be said of the procedure, 
there are two points which everybody must 
concede, viz. first, that the result is at least as 
good as can be obtained in any other way, and 
usually far superior ; and second, that the liability 
to relapses is reduced to a minimum. Besides, 
the operation is entirely free from danger under 
proper asepsis, while the reaction is practically nil, 
and the work itself quickly done. 

Antisepticise the patient in the usual manner, 
as well as the following instruments: 

One pair of straight pterygium scissors ; 

One pair of pterygium scissors curved on the 
edge; 

One pair of small blunt-pointed scissors curved 
on flat; 

One toothed iridectomy forceps (curved); 

One small needle-holder; 

One very small strabismus hook ; 

One speculum (common wire-speculum); 

One cataract knife. 

For the purpose of ansesthesia I use cocaine, 
but only in the form of crystals. I hare on some 
previous occasion referred to this, but owing to 
the great advantages of the method my readers 
will pardon any repetition noticeable to them. 
According to the common practice a 4 per cent, 
solution is employed, but when we remember the 
intense burning and smarting caused by this 
instillation, we can readily see how the enormous 
secretion of tears brought about by this irritation 
will thin down the solution, and eventually wash it 
out. Hence the instillations must be repeated a 
few times before the operation can begin. Still 
this is the least objection, as it results only in a 
little loss of time. The worst feature is to be 
looked for in the transient nature of the blunted 
sensibilities, for frequently additional solution 
becomes necessary during the work, on bleeding 
and denuded surfaces, where absorption—hence 
toxic symptoms—occurs very rapidly. 


Now, the use of the crystals obviates all these 
difficulties. The lids are separated and a few 
pieces of cocaine are dropped on, or around, the 
caruncle—in fact anywhere to avoid scratching of 
the corneal surface. Violent burning immediately 
takes place, of which fact the patient should be 
informed, with the assurance that it will only last 
a few seconds. 

The accumulating tears, retained by the spas¬ 
modically closed lids, at once make a saturated 
solution of cocaine, which so thoroughly paralyses 
the sensory nerves, that we need not be afraid of 
too quick a disappearance of the anaesthesia, nor 
will we need any additional action during the 
removal of the growth, provided, however, that 
the work shall not be begun until every trace of 
smarting shall have disappeared, even when the lids 
are closed and opened . In order to avoid every 
chance for alkaloidal intoxication the eye should 
be freely flooded and washed out with borife acid 
lotion. It will be seen that quite a quantity of 
crystals might be used without poisoning, as 
absorption must take place through the unbroken 
conjunctiva; but as to our common knowledge the 
danger is immensely greater on denuded surfaces, 
we are almost certain that this is the safest 
method, provided, again; that the eye be washed 
out before incisions ate made. 

How thoroughly anaesthesia is established in 
this manner may be seen from the fact that in 
cataract extractions the patients never start or com¬ 
plain of pain when the iris is picked up or clipped. 

Now, after the speculum is inserted I grasp the 
neck of the pterygium with the iridectomy forceps 
near the corneal border, in order to see exactly 
its width, and also to avoid cutting sound conjunc¬ 
tiva, often rolled up there in folds; Raising it up 
I now pierce the tissue with a cataract knife (De 
Wecker’s or Graefe’s) in such a way that the neck 
is separated from the adjoining conjunctiva with¬ 
out loss of membrane. The knife enters below, 
comes out above, and when through has its sharp 
edge exactly on the corneal border, or near the 
head of the growth. The knife being withdrawn, 
the curved scissors engage in one of the slits made 
by the knife. While drawing the growth down¬ 
wards to avoid folds the scissors are made to 
follow the upper margin of the “ tail ” nearly as far 
as the plica semilunaris. The lower border is 
separated with upward traction of the pterygium, 
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as far inward as the upper cut. The inner ends 
of both incisions are now united by two converging 
lines toward the caruncle., The latter is never 
touched, but the plica is usually , in large growths 
always incised to help form the vertex of the inner 
: triangle. 

The,pterygium is now picked up< near its inner 
end and separated from its adhesions to the ball. 
In large specimens this subpterygial tissue is very 
' thick and abundant, but whatever its nature I 
always make it a point to clear the eyeball 
. thoroughly from its presence. This is best accom- 
: plished with the blunt scissors curved on the flat, 
as a little traction will lift the pterygium from the 
sclera. All the work described should'be done 

• while the eye is turned (either voluntary or by 
, forceps) ip tbe direction of the unaffected side, /. e. 

) in an ipner f pterygium outward, and vice versd. 

; Now, the head alone remains attached. Many 
\ use .the .scissors for separating it, but I prefer a 
very sharp cataract knife. The finest, scissors 
wijl pot cut as well and as close down as a razor-. 
, edge blade ; I therefore prefer the latter. As it 
is essential to sever the head on a level with, the 
cpmeal surface, l usually stand on the opposite side 
and, stooping down somewhat, I try by sighting 
-along the cornea to keep the edge of the knife in 
its proper plane. The separation* of the head 
should bm very gradualy and by a sjiow '‘ see-saw/’ 
motion.. In many cases a lanceolate cataract 
knife will answer very well. 

Jt is generally supposed that the head of a 
P^rygium is, bound, dqwn solid to the cornea, but 
WhiJc this is true with small heads, it is quitje 
different with larger ones. When they begin tjo 
<mw>ach upon the pupillary, space or otherwise 
become, large, thqy are, as a rule, hollow. Th|e 

• peripheral fibres are deeply sunk into the corned, 
but the,centra of the latter seems about normal, 
except for the sparse connective-tissue fibres which 
run from it to the superstructure of the pterygium. 
The beads of such pterygia, would resemble the 
half of an oyster valve covering, the cornea, with 

. its borders firmly bound down. In such cases I 
prefer not to sever the bead in its totality, but 
rather to follow the-circular insertion from one end 
to the other. However, such instances are in¬ 
frequent. 

The next step is to put in sutures, but without 
: tying them . Ordinarily,, four will be sufficient. 


Now comes the most important part, namely, the 
making of two little incisions which I have been 
in the , habit of referring , to as “ accommodative 
incisions.” They should be made both upward 
and downward from the neck, and not shorter 
than £ inch each. In large specimens they may 
have to be even longer. They shppld invariably 
be curved, and , be situated as closely tp the 
corneal ring as possible. In order to facilitate 
their formation a thin tenotpmy hook is pasted 
under the conjunctiva bpth above and below, 
and then, drawn tight against the corneal ring. 
This allows the curved scissors to rpakej an in¬ 
cision almost at the very junction of the sclera 
and cornea, i The location of ,the, first stitch 
should be about } inch from ( tbe beginning, of 
,the accommodative incisions. 

The suture near the cornea ip as elope to the 
latter as practicable, for the greater the proximity, 
the neater will be the adaptation r of the parts. 
I want to call attention also to x natural fear 
that the accommodative inqsions, , where, very 
long, might cause the stitched conjunctiva to 
override the cornea;, hence a, person often feels 
as if he should allow these pericorneal cuts, to 
run. away slightly from th$ keratic, circle; near 
their extremities. . However appearances , may 
point that way, always keep closfc to the sclero- 
corneal junction - irrespective of the length of the 
incisions. 

When closing the wound, the operator should 
be exceedingly careful, never to tie. the, suture 
nearest the cornea first; it being, th^ most, deli¬ 
cate point, both on account of the thjnnes* of 
the conjunctiva and its triangular and fiap-like 
shape, the thread easily cuts through. To lessen 
this, liability to a certaip degrqe I use a rather 
coarse silk (No. 5 or 6), but what is better than all 
other precautions, I always tie this place last, 
either beginning from the capthus, or, securing first 
the middle stitch. Even immediately after the 
dipping of the threads the eye looks well, and, as 
a rule, there is no reaction to speak of. If there 
is any post-operative pain at all, it is sure to dis¬ 
appear in about four hours. 

The stitches are removed on the third day. 
Occasionally one will be found to have cut through, 
but even thep no damage is done, as it hap served 
its purpose.-;—M. F. Weyman, M.D., Medical 
Herald, November,* *896. 
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A CLINICAL LECTURE 

ON 

THE EARLY DIAGNOSIS 
OF PULMONARY TUBERCULOSIS. 

Delivered at the Hospital for Consumption, Brompton, 
By SIDNEY* MARTIN, M.D., F.R.S., 
Assistant Physician to the Hospital. 


Gentlemen,— There is no difficulty in the diag¬ 
nosis of pulmonary tuberculosis, or phthisis as it 
is called, in the advanced or advancing stage, when 
with the development of definite symptoms there 
are present in the chest well-marked physical signs 
of destruction of the lungs. Thus, for example, 
in a patient who has for a definite time suffered 
from cough, expectoration—perhaps with haemop¬ 
tysis,—night sweats, nocturnal fever and wasting, in 
whom there is as well, at one or both apices, a 
deficiency of movement of the chest-wall associated 
with a loss of resonance on percussion, bronchial 
breathing, crepitation, and increase of vocal 
resonance, there is no difficulty in the recognition 
of the case as one of phthisis, since no other 
disease of the lungs presents the same signs. On 
the other hand there is perhaps no disease, except 
syphilis, which is so often overlooked as tubercu¬ 
losis of the lungs. This arises from the fact that 
a patient when first seen may be suffering from 
suspicious symptoms, without definite physical 
signs in the chest; but it also arises in many cases 
from a want of proper examination of the chest. 
By attention to small alterations in the normal 
physical signs of the chest, and by a careful survey 
of the symptoms of the disease, many mistakes in 
diagnosis will be obviated. 

The means at our disposal for the diagnosis of 
tuberculosis of the lungs are the characteristic 
train of symptoms, the definite physical signs 
occurring in the chest, and the examination of the 
sputum. ’ Although as the case progresses, physical 
signs in the chest always develop, yet a patient 
Vol. IX. No. 13. 


frequently presents himself at a stage when the 
physical signs are either doubtful or are practically 
absent, even on the most careful examination. 
The first class of cases to be considered, therefore, 
are those in which there are so-called phthisical 
symptoms without physical signs in the chest. 
The symptoms which are important in the recog¬ 
nition of phthisis are the occurrence of cough, 
often severe, during a definite period, a cough 
which is accompanied or not, as the case may be, 
by expectoration, either mucoid or purulent, the 
occurrence of night sweats in the early morning, 
between one and four a.m., and the presence of 
fever. It not unfrequently happens that patients, 
more commonly children, come to this hospital in 
whom tuberculosis has been diagnosed, inasmuch 
as they are suffering from cough, more or less 
spasmodic in character, and wasting and loss of 
appetite, with constipation or diarrhoea. There 
may be night sweats, which are, however, very 
irregular as to the period of the night at which 
they occur. Most of these children are non- 
tubercular, as the examination of the chest and the 
subsequent development of the case shows. They 
have no nocturnal fever, and they are suffering 
from enlargement of the tonsils or adenoid growths, 
perhaps with a little intercurrent bronchitis, and 
from the wasting and debility which such patients 
exhibit. 

In cases, however, especially of adults, in which 
there is the combination of phthisical symptoms 
without physical signs of the chest, the diagnosis 
is aided and in many cases made by a careful 
record of the temperature, especially at night, and 
by an examination of the sputum, which in all 
these cases ought to be carried out. A persistent 
nocturnal rise of temperature, associated with 
wasting and cough, or the presence of tubercle 
bacilli in the sputum; renders the case perfectly 
clear. 

There are other cases, again, in which there is a 
large haemoptysis and few or no physical signs in 
the chest. Some of these cases can only be sus¬ 
pected as tuberculous in the absence of other 
symptoms or of definite physical signs. In many* 
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however, there are slight indications at one or 
dther apex of disease of the lung. 

Diagnosis by physical signs .—A uniformly me¬ 
thodical manner of examining the chest is essen¬ 
tial for arriving at a correct diagnosis. It is too 
frequently the custom to begin the examination of 
the chest by placing the stethoscope on the chest 
and listening for adventitious sounds. This leads 
to many mistakes, and the only way to examine 
the chest is to begin by examining the shape and 
size of the chest, comparing one side with the 
other, and then the movements of the chest, both 
in expansion and elevation. This is to be followed 
by a systematic percussion of the chest, an accu¬ 
rate comparison of the percussion note on each 
side being made; and then auscultation is to be 
practised to discover the alteration in breath- 
sounds on one side or the other, the increase of 
vocal resonance, and the presence of adventitious 
sounds in the lungs. In a well-marked case of 
progressing tuberculosis, what is discovered is that 
there is frequently a flattening below one clavicle, 
and that this flattened area does not expand so 
well as the corresponding part on the opposite 
side; that there is an alteration in the percussion 
note as compared with the other side, being either 
less resonant or being a short, high-pitched note. 
As regards the breath-sounds, these vary greatly; as 
a rule the respiratory sounds are divided, expiration 
being separated from inspiration by a short interval, 
and expiration is prolonged as compared with the 
healthy side. 

In other cases there is definite bronchial breath¬ 
ing or it may be tubular breathing, the vocal 
resonance is increased, and there are crepitations 
during inspiration. There are three points which 
are essential to be remembered in these physical 
signs :—The first is the method of testing the defi¬ 
ciency of movement over one or other apex of the 
lungs. This is to be done by placing both hands 
symmetrically in the hollow which is below the 
clavicle and beside the upper part of the arm, and 
getting the patient to take a deep breath; or by 
placing both thumbs below the second costal car¬ 
tilages, and resting the palms of the hands flat on 
the chest with the fingers pointing over the clavi¬ 
cles. By these methods very slight differences of 
movement on one or other side of the chest can 
be detected, and such slight differences are of 
great importance in the early diagnosis of phthisis. 


The second point is as regards the presence of 
bronchial breathing. Bronchial breathing is a 
perfectly definite physical sign, but it is frequently 
wrongly diagnosed. In bronchial breathing the 
respiratory sounds are separated by an interval, 
and expiration is equal in length to inspiration. 
The loudness of the sound makes no difference to 
the diagnosis of bronchial breathing. The third 
point is, as regards the adventitious sounds which 
are present in tuberculosis. They are spoken of 
as crepitation. In quiet breathing they occur 
during inspiration, and are moist. The charac¬ 
teristic of the crepitations which occur in consoli¬ 
dation of the lung, are that they are increased 
either during cough or on the first inspiration after 
a cough, so that one great aid in the early dia¬ 
gnosis of consolidation of the lung is in making 
the patient cough whilst the observer is listening 
to the chest. Frequently these crepitations are 
heard only during the cough ; they are also as fre¬ 
quently heard on the first inspiration afterwards. 

Such being the details of the physical signs dis¬ 
coverable in a well marked or progressing case of 
tuberculosis of the lungs, we now turn to the con¬ 
sideration of cases in which the physical signs are 
slight and obtained with difficulty. We have 
to consider what physical signs in the early 
cases are necessary for the diagnosis of pulmon¬ 
ary tuberculosis. Phthisis is a disease which in 
its ordinary form attacks one or other of the 
apices of the lungs. The early lesion is in the 
form of discrete tubercles which subsequently 
agglomerate, producing a solid mass that softens 
and leads to the formation of a cavity. After the 
deposition of the early tubercle at the apex of the 
lung the case may progress in various ways. The 
lesion may not go on to the formation of a solid 
mass and then to a cavity, but it may undergo re¬ 
trogressive metamorphosis, leaving certain definite 
physical signs; or there may be a slight lesion at 
the apex, and a large and more active lesion else¬ 
where in the lungs, usually at the base or in the 
pleura; or there may be no further development 
in the lungs, and the tubercular lesion may de¬ 
velop elsewhere in the body—larynx, kidneys, or 
intestines. The cases, the clinical aspect of which 
we are now considering, are those in which there 
is a deposit of tubercle in the apex of the lung 
without the formation of a solid mass or cavity. 
It is these cases which give great difficulty in their 
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diagnosis by physical signs. The physical signs 
depend on the fact that this partial consolidation 
of the lungs by more or less discrete masses leads 
to a deficient entrance of air into that part of the 
lung, so that there is local deficiency of the move¬ 
ment of the chest-walls and a weakness of the 
breath-sounds over the same area. These two 
physical signs may be present without any crepita¬ 
tion, or any increase in the vocal resonance, as 
well as any detectable variation in the percussion 
note. Frequently patients are seen in whom there 
are the definite tubercular symptoms mentioned, 
viz. cough with or without expectoration, night 
sweats, and wasting, and in whom the only detect¬ 
able changes in the chest are deficiency of move¬ 
ment below one or the other clavicle, with a weak¬ 
ness of the normal breath-sounds. In other cases 
these two physical signs are present with bronchial 
breathing and no crepitation, or with only a pro¬ 
longation of expiration and an increase of vocal 
resonance. In still other cases the deficiency of 
movement is present, and crepitations are elicited 
either on cough or after cough. In fact, it may be 
said that these early cases present an infinite 
variety of slight physical signs, and that in the 
absence of crepitation the points to be laid stress 
on in the diagnosis are the signs of the deficient 
entrance of air into one or other apex of the 
lungs—these signs being a deficiency of move¬ 
ment and a weakness of the breath-sounds. 

Two other classes of cases, which are of great 
importance in the diagnosis of early pulmonary 
tuberculosis, may be mentioned. 

1. The first class includes those cases in which 
the pleura is affected early, and there is either a 
dry tuberculous pleurisy or a pleurisy with effusion. 
Many cases of dry pleurisy are tubercular, and 
also cases of pleurisy with effusion. It is very 
probable that in man as in certain animals, such 
as the cow, there may be a primary tubercular 
pleurisy, but in most cases in the human being 
there is present slight tuberculosis of the lung, the 
.extent of which, however, on the first examination 
of the patient varies greatly. There may be only 
a slight tubercular lesion at the apex, with exten¬ 
sive dry pleurisy; or pleural effusion may be present 
in cases of advancing pulmonary tuberculosis, 
which gives definite physical signs. These cases 
must be considered under two aspects : first, as to 
the evidence present that the pleurisy itself is tu¬ 


bercular, and as to the associated signs in the 
lungs which enable pulmonary tuberculosis to be 
diagnosed. 

A dry pleurisy in an adult, which is associated 
with nocturnal fever, and with night sweats and 
perhaps wasting, is very suggestive of a tuberculous 
pleurisy, even though there are no physical signs at 
one or other apex of the lungs. In tuberculous 
pleurisy with effusion there may be no physical 
signs at the apex, or the apex at the same side may 
be tubercular, or that on the opposite side. When 
the opposite lung is affected, say the right apex, 
with a left pleural effusion, there is no difficulty 
in the diagnosis. Both lesions are part of the 
same disease—that is, there is a phthisis of the 
right apex with a tubercular pleurisy with effusion 
on the left side. But in many instances, and indeed 
in most of the early cases we are now considering, 
the patient comes with a pleural effusion of a greater 
or less extent on one side, with no lesion on the 
opposite side, and there may be or may not be 
physical signs of tuberculosis of the apex. 

In the absence of these physical signs at the 
apex the diagnosis of a tuberculous pleurisy with 
effusion rests solely on the observation of the case. 
There may be, of course, a long history associated 
with cough, and expectoration containing the 
tubercle bacillus ; but this may be absent, and the 
diagnosis rests on the progress of the case. In 
such cases the absorption of the fluid is extremely 
slow, the removal of the fluid is followed by a 
rapid return, and the chest may require to be 
tapped four or five times in the course of as many 
months. Pleural effusions which require this fre¬ 
quent tapping are almost invariably tubercular. 
On the other hand the course of the fever in such 
cases is of great importance. The fever is not, as 
in acute pleurisy with effusion, a continuous one 
which tends to become intermittent and then 
ceases, but behaves like the fever of tuberculosis. 
There is a nocturnal rise perhaps to ioo° pr ioi°, 
or there may be afebrile periods with occasional 
slight rises of temperature. The cases with the 
latter kind of fever are extremely suggestive of 
tuberculosis. The effusion usually clears up if 
these cases are watched, even without tapping; 
some patients recover completely, while others 
develop a rapid tuberculosis of the lungs on the 
same side. 

2. The second class of cases are those in which 
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tuberculosis develops in a patient the subject of 
general emphysema of the lungs. In these the 
early diagnosis is rendered difficult by the pre¬ 
sence of rigidity of the chest, which interferes with 
the movements and so obscures one of the physical 
signs of tuberculosis. The presence of the em¬ 
physema also obscures the deficiency of resonance 
usually obtained over the deposit of tubercle. In 
these cases, the presence or absence of crepitations 
at one or other apex, crepitations brought out by 
cough or occurring after cough, is the most im¬ 
portant aid in the diagnosis. 


A CLINICAL LECTURE 

ON 


APPENDICITIS. 


Delivered at St. George’s Hospital, December 8, 1896, 


BY 

A. MARMADUKE SHEILD, M.B., F.R.C.S.Eng., 

Assistant Surgeon to the Hospital. 


Gentlemen,— To-day I want to say a few 
words to you on a subject of really surpassing 
importance in practice, and it is this fact which, 
more than any other, led to my choosing it for 
our consideration. Several cases have lately 
been under my care in this hospital. Many of you 
have doubtless seen them. I refer to affections of 
the vermiform appendix, which were at one time, 
and that comparatively recently, generally known 
under the term perityphlitis, i. e. inflammations 
about the caecum. And with respect to this I may 
first remark that although inflammations about the 
caecum occur from other causes, at the same time 
the common and great reason of perityphlitis is 
some mischief connected with the vermiform ap¬ 
pendix. You may, for instance, meet with in¬ 
flammations and suppurations about the caecum 
from perforation of its walls by a tuberculous ulcer. 
Some of you may remember that I operated upon 
such a case quite recently. Epithelioma is an 
important, though rare, cause of ulceration and 
perityphlitic abscess. Again, caries of the ileum 
may produce an abscess which may even burst 
into the caecal cavity. In women an abscess 
may form in the neighbourhood of the caecum in 


connection with suppurations in the broad liga¬ 
ment. 1 have twice seen abscess in connection 
with gall-stones track down and point in the 
right iliac fossa. You will clearly remember, 
however, that all such causes of pericaecal abscess 
and inflammations as these are comparatively 
rare. The vermiform appendix is the principal 
and common source of mischief. This little 
tube, in addition to certain accidents, which from 
its length and shape it is apt to exemplify, is also 
liable to all the diseases which affect the intestine 
generally. You may thus get tubercular disease of 
the appendix, or malignant ulcerations of it, or there 
may even be in and about it that rare affection 
actinomycosis. If the appendix is such a long 
worm-like body as is illustrated by the specimen 
on the table fresh from the post-mortem room, you 
can readily understand how it may become 
twisted and curled upon its own axis. If the 
torsion is very acute the whole appendix may 
slough off, and in such cases when you come to 
open an abscess in this locality you find the 
appendix as a sloughing, necrotic mass free in the 
general cavity of the abscess. If the torsion is not 
so great you may find, where the surfaces are 
brought into contact by the twist, a number of 
ulcers ; and strictures may form, which may be 
either single or multiple. When stricture occurs 
the part beyond the constriction may form into 
a kind of cyst, which is liable to be filled with 
sero-pus, and this may burst into the general 
peritoneal cavity with very great ease and the most 
terrible results. 

The most important of all causes of mischief 
about the vermiform appendix is the formation in 
the little tube of intestinal concretions. As usual, 
we have in our museum specimens illustrating all 
conditions of this affection, and you will see on 
the table a most beautiful specimen of a concretion 
in a dilated and swollen appendix. These con¬ 
cretions are usually supposed—by students—to be 
foreign bodies. If you ask a student what is the 
ordinary concretion of the vermiform appendix he 
is almost certain to answer that it is a cherry-stone 
or a fish-bone! I do not say that such foreign 
substances never gain access to the tube of the 
vermiform, but they are quite exceptional. The 
concretion is practically always composed of 
hardened faecal matter, which generally has for its 
nucleus some calcareous material which has been 


Digitized by 


Google 



The Clinioal Journal.] 


MR. SHEILD—APPENDICITIS. 


[Jan. 20,1897. 197 


formed by the deposition of salts from the mucus. 
This body, thus formed, may vary extremely in 
size, shape, and hardness, but it soon frets and 
ulcerates the mucous membrane, leading to the 
terrible phenomena of perforation and its results. 
You should also remember that the appendix, 
like other mucous channels, is liable to re¬ 
current attacks of inflammation, the condition 
being known as “catarrhal appendicitis.” In 
many of those cases, no doubt, there is really 
a small concretion which is responsible for 
these periodical inflammatory visitations. Re¬ 
peated attacks may also arise from torsions and 
twistings, and in very exceptional instances the 
vermiform appendix may be bound down, or even 
strangulated in an external hernia. Such strangu¬ 
lation may be either internal or external. If 
external, it is usually in the femoral region; I 
have seen at least three cases where the strangu¬ 
lated appendix was found in the femoral region. 
The specimen I now show you will illustrate 
what strange places the vermiform appendix will 
stray to. This specimen looks like an ordinary 


peritoneum even though there may not be an actual 
perforation. The more complete the perforation 
the more extreme the infection of the peritoneum 
or neighbouring parts. As soon as ulceration 
or other morbid process is established in the 
vermiform appendix, a certain amount of perito¬ 
nitis is excited outside, and the abundant plastic 
lymph glues the appendix to various parts—to the 
coils of intestine, the mesentery especially, or to 
the parts behind the colon. The abundant ad¬ 
hesions and thickenings of plastic lymph are 
nature’s barrier for preventing the spread of the 
septic inflammation into the interior of the peri¬ 
toneal cavity. Very fortunately these adhesions 
are often sufficient to prevent any further progress 
of the mischief, and the patient may for the time 
get well. He may thus get attack after attack, 
even up to the number of a dozen or twenty, 
each one leading to perhaps a little more thicken¬ 
ing about the walls of the appendix or the parts 
around, than the last, so that ultimately the 
vermiform becomes almost indistinguishable from 
the masses of adhesions which surround it. In 


garden worm, but closer inspection shows it to be 
an appendix nearly four inches in length, and it 
was found in the sac of a congenital hydrocele on 
the right side. How it got there I do not know, 
but I mention the matter to make you prepared 
for finding elongated appendices in very queer 
places. The various relations of the vermiform 
appendix to the caecum is a matter of very great 
interest, but time does not permit for me to enter 
into this subject now. A very long appendix 
may also get into the pelvis, and in several cases 
of very bad perityphlitic abscess I have operated 
upon, pus has been found right down behind the 
bladder, the appendix being tied down in this 
situation by adhesions. In the same way the 
abscess may burrow up behind the ascending 
colon even as high as the liver or diaphragm, the 
appendix lying behind the gut, and perforating in 
this direction. 

Let us next consider, with all brevity, the 
pathology of the various complications which, 
occur from lesions of this little death-trap which 
we all carry about in our bodies. The intestine 
contains an abundance of organisms,, especially 
the well-known Bacillus coli. This organism will 
infect the peritoneum if there be any lesion 
through the intestine, and will even infect the 


these cases a hard and painful lump, the size of a 
walnut, can generally be felt on deep pressure 
somewhere in the caecal region. Under a higher 
degree of infection an abscess may arise. The 
Bacillus coli , associated with other microbes, 
extensively infect the cellular tissue around the 
appendix, producing an abscess, of varying size, 
filled with peculiarly foetid pus and gas, which is 
situate in the right iliac fossa, and usually slowly 
and painfully works its way towards the skin. It 
may burst just above Poupart’s ligament, or into 
the intestine, bladder, or rectum, and in females 
it has been known to point and burst into the 
vagina. In other cases the abscess, which may be 
very small in size, transgresses its feeble barriers, 
and the pus extravasates into the peritoneal 
cavity. So that there are two classes of affections 
of the appendix—that in which the part gets 
thickened and glued down; and secondly, that 
in which an abscess forms and bursts, or is 
opened by the surgeon. 

I can only briefly mention the catarrhal variety, 
which is characterised by slight recurrent attacks, 
with thickening of the walls, possibly without any 
extra-appendical inflammations that may be felt 
or appreciated. 


Next, I wish to allude to a variety of appendi- 
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citis upon which I cannot lay too much stress. 
You may read your text-books, and they will tell 
you that perforations of the appendix straight into 
the peritoneal cavity are rare affections. I will 
not say whether I think the text-books are right or 
wrong. All I can say is, that I believe in these 
cases the experiences of surgeons differ very 
widely. You may get fifty mild cases, and your 
next ten may be terribly severe. I happen to have 
come across a very considerable number of cases 
of perforative peritonitis of a very dangerous 
nature, where the ulceration about a concretion 
has gone straight through into the peritoneal 
cavity; and I cannot help thinking, therefore, 
that possibly the frequency of this class is under¬ 
rated. Perforative peritonitis of this kind is so 
dangerous, and, I regret to say, so little under¬ 
stood, that I cannot call your attention too 
earnestly to the subject. 

From what we have said we may, for clinical 
purposes, divide the cases into four varieties: 

(1) Recurrent appendicitis, characterised by 
thickening and adhesions, and exudations of 
plastic lymph. 

(2) The variety where an abscess forms, which 
may burst externally, or into the peritoneal cavity, 
or into the other channels I have told you of. 

(3) The catarrhal form, where the appendix 
itself is merely thickened or enlarged. 

(4) The serious form of perforative appendicitis 
which invades the general peritoneal cavity. 

Chronic appendicitis with ulceration and deeply 
encysted abscess is sometimes complicated by 
pyaemic abscess of the liver. The radicles of the 
portal vein take their origin in great numbers fropi 
this part of the alimentary tract, and go right into 
the liver substance. I have seen several cases of 
multiple abscess in the liver from this cause, with 
hepatic enlargement, deep jaundice, rises of tem¬ 
perature, rigors and heats, closely simulating ague 
and very puzzling to the medical attendants in the 
case. These cases are called portal pyaemia, and 
you will find in your practice hereafter two great 
causes of this affection, namely, ulcerations about 
the vermiform appendix, and ulcerations about the 
gall-bladder due to calculi. I mention these 
“ medical facts ” because, doubtless, if the infective 
focus in such fatal cases could be early removed, 
life might be saved. Portal pyaemia is, however, 
rare, and I will not dwell upon it further. 


My next duty is to lay before you the symptoms 
of this most important affection; I say important 
because none of you will be in practice very long 
before you encounter such cases. They may be 
very slight in character, or they may be very 
severe and dangerous. Upon your prompt recog¬ 
nition and treatment life or death will certainly 
hang. Therefore, the subject is one you cannot 
study too carefully. And I would first say this 
about the management of cases of appendicitis : I 
do not believe any fixed rule can be laid down for 
the treatment, either in dietary or remedies, 
because cases differ very much, no two being 
exactly similar. Each must be judged on its 
merits, and the common-sense treatment of each 
carried out,—and this is, indeed, true of many 
maladies besides appendicitis. Now as to the 
symptoms you may expect. The ordinary class of 
phenomena in recurring appendicitis, where the 
infective trouble does not implicate the peritoneal 
cavity, is much as follows:—The patient will be 
usually a young adult, and more likely a male than 
a female; yet appendicitis may be found at the 
extremes of life, I myself have operated on boys 
of seven, and on a very old man, but such cases 
are exceptional; ordinarily the patient is under 
thirty, generally between sixteen and twenty years 
of age. He will generally be the subject of 
indigestion; his bowels will be constipated, and 
he will often have bad teeth, which lead him to 
bolt his food before properly masticating it. The 
main symptoms are probably known to you, but 
do not think that a recapitulation of these is 
superfluous. The attacks usually come on sud¬ 
denly, and are often attributed by the patient to 
u indigestion,” “ biliousness,” “ wind,” or what not 
The patient has sudden griping pains in his 
abdomen,—almost enough to double him up,— 
referred to the right iliac fossa, or to the neigh¬ 
bourhood of the umbilicus; he may retch, and 
be a little sick, that which is vomited being almost 
always the contents of the upper small intestine, 
green in colour—in fact, it is bile. This symptom 
leads patients, and alas! some doctors, to put such 
cases down too commonly as “ biliousness,” a term 
which I should like to see purged from the medical 
vocabulary. Nobody knows exactly what it means, 
and, like the cloak of charity, it is employed to cover 
a multitude of sins. The patient looks collapsed 
or ill, and almost always has tenderness, most 
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developed near the right iliac fossa. He lies in 
bed with the right leg slightly drawn up, to relax 
the fascia. Moreover, the pain radiates down to 
the end of the penis, to the perinaeum, and to the 
testicle. The pain in the penis is peculiar, and 
is referred to the course of the pudic nerve. I 
have observed it in such a number of cases of 
appendicitis that I am coming to look upon it as 
an important symptom. The temperature and 
pulse are usually raised, but great variability is 
here observed, and much depends upon the acute¬ 
ness of the attack. Now, as a general rule, if 
such a case is treated judiciously, the inflammation 
subsides, and the attack passes off in a time which 
varies according to the manner of onset and the 
severity of the case. But even if it passes away, 
if you make firm pressure about two inches above 
the anterior superior spine of the ilium you will 
come to a spot at which there is a certain amount 
of uneasiness, and probably pain, and be able to 
appreciate some thickening or an actual “ lump.” 
The patient may now go on well for a few months 
or so, and then will get another attack, perhaps 
quite slight, perhaps as severe as before, and so 
will go on having attack after attack, suffering 
much misery, and some danger. In one of these 
attacks the barrier formed by nature may give 
way, and the case may resolve itself into one of 
perforation, or an abscess may readily form. 
Such is a rough sketch of many of the cases that 
are met with in practice. They are of all degrees 
of severity, confining the patient to bed for weeks, 
or only for a few days. 

The next class, the catarrhal, are marked by 
just the same symptoms, but they are far slighter 
in degree. The patient has nothing like such 
severe pain; he dees not vomit so much in his 
attacks, and he may have such slight visitations 
as to be laid up for only two or three days. Then 
he will think no more of it; will go about his 
work, or play his football as usuaL These cases 
are usually associated with merely catarrhal thick¬ 
ening of the appendix, and are too often diagnosed 
and treated as “ indigestion.” 

Cases associated with abscess have, again, in 
their early stages much the same symptoms as I 
mentioned m regard to the recurrent variety. 
There are sudden acute pains, vomiting, and 
extreme local tenderness, but a hard lump forms, 
and the tenderness increases. Soon there is a 


red blush of the skin with some oedema, and the 
peculiar phenomenon of crackling may be ob¬ 
served from escape of gas. The pain is very 
severe; there is fever, and vomiting is often per¬ 
sistent. The larger and more evident the inflam¬ 
matory formation to palpation, the more likely is 
pus to be present. I have repeatedly known 
matter to form with no very evident temperature 
signs. , 

The abscess in these cases is often exceedingly 
deep, and may track up behind the ascending 
colon as high as the diaphragm or kidney. When 
such cases are treated on the “ expectant ” plan 
the pus may burst into the colon. Motions of 
indescribable foetor pass per anum , and recovery 
may ensue if the unfortunate patient has any 
vitality left. Remember, too, that the constitu¬ 
tional signs of abscess and the severity of the 
local symptoms will be in direct proportion to the 
amount and virulence of the infection. Thus they 
may be exceedingly slight, the pus forming quietly 
and insidiously. 

Now a word about the true perforative cases— 
those very terrible ones I have mentioned, where 
infection directly invades the peritoneal cavity. 
These maladies are amongst the most awful with 
which you will have to deal in practice; awful, 
because you can hardly appreciate that a healthy 
young man may in four or five days, or possibly 
within forty-eight hours, be a corpse before you 
unless the resources of surgery are promptly 
brought to bear. 

In these cases the foul-smelling pus, mixed 
with a host of organisms, will escape in a jet into 
the general peritoneal cavity. The symptoms are 
now of a very typical nature. The patient is 
smitten with fearful pain, with urgent green 
vomiting, and with marked collapse. The tender¬ 
ness is marked, the belly is rigid, and soon becomes 
somewhat distended. The patient lies in bed 
with his knees drawn up, and especially remark, 
that as the peritoneum becomes irregularly inflamed, 
the tenderness in the right iliac fossa may not be 
a marked symptom. At first the face will be 
flushed and covered with sweat, but soon the 
well-known “ facies abdominales ” is observed, and 
the vomit may become faecal. The pulse now 
becomes quick and running, the extremities cold 
and dusky, and so death rapidly and often unex¬ 
pectedly ensues. The symptoms, indeed, are 
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strikingly like those of acute intestinal obstruction, 
from which they cannot always be distinguished. 

In many of them the pulse and temperature are 
most deceptive, and the vomiting, and abdominal 
tenderness and distension, are the sole symptoms 
of the dreadful mischief going on within. I want 
to especially remark also that the condition of the 
bowels varies; sometimes there is a violent expul¬ 
sion of the contents of the large intestine, some¬ 
times constipation,—there is nothing you can 
depend upon. Oddly enough, the history too is 
very deceptive, for many of these cases take place 
during violent exertion, which doubtless ruptures 
some feeble adhesions and allows the infective 
matter to escape. In my own notes I find a kick 
from a boy at school, an injury in wrestling, a blow 
on the belly in a street fight, positively given by 
the relatives as a cause of the illness. I have 
known inquests demanded and held in two of these 
cases. So, again, if opium is given you will relieve 
nearly all the symptoms. The patient will express 
himself “in heaven,” and he will seem so much 
better that your resolution to operate may readily 
break down. You will be rewarded by finding 
that the abdominal distension does not yield; 
there is still rigidity and tenderness, and the 
patient will persistently vomit all he takes by the 
mouth. The great, the urgent question in all such 
cases as these,—remember, you will have one 
day to answer it for yourselves,—is the matter of 
operation. Now I will venture to give you this 
rule, that whenever the symptoms of appendicitis 
set in with suddenness and savage intensity, delay 
not an hour in seeking consultation as to what you 
are to do. If, as may happen, skilled aid is not 
near, you, I can tell you this: I have never yet 
seen a bad “ appendix case ” operated on too soon, 
Alas ! I have seen many operated upon too late. 

The argument that a certain number of these cases 
are “ brought through ” by leeches and opium has 
no force to my mind. This is a haphazard treat¬ 
ment. You do not know how far the infection 
has spread, you cannot tell how large is the 
perforation, you can never be sure of conditions 
hidden from your eyes by the skin and abdominal 
walls, and therefore you can hardly plan safe 
treatment. 

The only cases of appendicitis I have ever lost 
have been those where general perforative peri¬ 
tonitis has been allowed to remain unchecked. I 


would therefore speak very decisively on this 
point; bad symptoms about the appendix need 
immediate surgical exploration. Hospital patients 
have far the best chance of recovery in these 
dangers. Private patients in good circumstances 
demand this or that consultant. One advises 
opium, another purgatives, a third that distant 
relatives should be telegraphed for. Too often 
when the cardiac powers begin to fail, surgery is 
summoned, and the dictum “ too late ” is plainly 
written upon the face of the dying patient. I 
would commend these remarks to the notice of 
those who think hospital patients are operated 
upon needlessly. 

Now we must say a few words about the general 
management of appendicitis. Where the patient 
is not very ill, and the inflammatory symptoms are 
localised, and especially where he has had several 
attacks before, you may cautiously temporise. 
Put on six or eight leeches over the region of the 
appendix; you cannot do better than this. The 
abstraction of blood gives great comfort and acts 
like magic. If the pain is very severe you may 
give small doses of morphia; and I think, con¬ 
sidering how little you can know of the actual 
conditions present, it is safe practice rather to empty 
the large intestine by enemata than by purgatives. 
Restrict the patient's diet, giving meat extracts 
and clear soups, which form little faecal material. 
Strict rest must of course be enjoined. If you 
carry out such practice in mild cases of appendi¬ 
citis, you will find that in nine cases out of ten 
the attack will subside. It is upon such cases that 
the opinion has been produced that appendicitis 
can be “cured” without operation. But mark this: 
the patient is probably sent away as well; in a few 
months, suddenly, without any warning, he may 
get another of these attacks, and they may come 
on so persistently that his life is a misery. The 
focus of disease may be felt in the intervals like a 
hazel-nut, painful on pressure about 2 inches above 
and internal to the anterior superior spine.* The 
patient flinches when this spot is pressed upon. 
It is generally acknowledged that under such 
circumstances the right thing is to remove the 
appendix by operation, and the time to remove 


* The fact that attacks have occurred is the main argu¬ 
ment for operation. Serious disease may be present in a 
deeply-seated appendix, which cannot be felt by the 
surgeon, and may not be painful to the patient. 
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it is in the intervals between the acute attacks. 
The operation itself may be very easy or very 
difficult. If there have been many attacks the 
appendix may be so bound down by adhesions 
that it cannot be found, or is only enucleated 
after much patience in operating. Still the 
operation ought to be attempted, and in the vast 
majority of cases the diseased appendix is found 
and removed easily enough. The mortality from 
these operations of removal of a diseased vermi¬ 
form for recurrent attacks is very low, and many 
experienced surgeons who have been operating for 
years have never lost a case. I do not know how 
many such operations I have performed, but I 
have brief notes of fifteen, and I know I have 
done more. None of them caused me anxiety. 
This is very different from the state of affairs 
when perforation into the peritoneal cavity has 
taken place. 

I need hardly, in these days, dwell upon the 
aseptic precautions needful in all such operations 
as these. In the intervals between mild attacks 
of appendicitis much care should be taken with 
the dietary, the state of the teeth, and the diges¬ 
tive functions generally. Mild occasional aperients 
are very useful, but I repeat that during any 
attacks of the disease I adhere to the safe rule of 
emptying the lower bowel by enemata, and not 
giving purgatives by the mouth. 

Where you have reason to strongly suspect the 
occurrence of abscess, you should open it by 
incision at once, without delay. Remember once 
more, that the main sign of abscess is an 
increasing tender c< lump ” in the iliac fossa, with 
{generally) fever, intense pain, and all the signs of 
poisonous septic absorption—as a dry tongue, 
delirium, and failure of the vital powers. 

A curved incision is made over the caecum 
through the parietes, and you break into the 
swelling With your finger. Horribly foetid pus 
will escape. It will cause you to start back from 
the patient, and the odour will pollute your hands 
for days. Imagine, then, what a source of sepsis 
this must be when “ pent up ” within the body of 
a patient! 

It is always a moot point whether you should 
remove the gangrenous or perforated appendix in 
cases of abscess. Most authorities advise that 
you should be content in these cases to merely 
open the abscess and thoroughly wash it out and 


drain it. In some, if the stump of the appendix 
is not found and ligatured, a troublesome faecal 
fistula may result. When searching with your 
finger for the appendix, you must be very careful 
not to roughly break down any adhesions, and 
thus contaminate the general peritoneal cavity with 
foul pus. Personally, I always make a prolonged 
search for the appendix, and if possible I get it 
away and then tie the “stump” close to the 
caecum. If there seems to be great difficulty in 
the matter, you must drain the abscess and leave 
the appendix to take care of itself. If you think 
that in your manipulations you have broken down 
the walls of the abscess,—which you can generally 
appreciate by coils of intestine, showing or rolling 
against your fingers,—it is always good and safe 
practice to “ tamponade ” with a long strip of 
iodoform gauze, by which means in forty-eight 
hours the intestines will be shut off from the 
abscess cavity by plastic lymph. The flushing out 
of the abscess cavity must not be half done. In 
a private house a bath-can of warm water makes 
an excellent flusher, and you must wash and re¬ 
wash until you have mechanically dislodged and 
washed away the septic pus and sloughs. The 
more the peritoneal cavity is infected, the more 
free should be your ablutions. 

Now a few words about the performance of the 
operation. Experience alone will teach you all 
the methods employed in operating in this region ; 
but I have a preparation upon the table which 
well illustrates a point which is very useful, and 
which will be a sure guide in many cases of diffi¬ 
culty. You see in this caecum the appendix is 
quite out of sight, being tucked behind the 
ascending colon. Now note that the band of 
longitudinal muscle fibres is easily to be seen 
on the caecum, and if you trace this band down 
it leads on to the root of the appendix. When 
in complicated cases you are in doubt, remember 
this guide, and by feeling about with your finger 
at its termination you will appreciate the swollen 
appendix, and be able to enucleate it with ease; 
indeed, personally I employ feeling far more than 
sight in all these cases. All kinds of methods 
are employed for closing the wound. I have 
no reason to depart from the usual mode adopted 
in abdominal sutures. I think it very important 
only just to include the peritoneum in the deep 
stitches, so that none is interposed between the 
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muscles. The after-treatment I adopt is rectal 
alimentation for three days, and the least sign of 
distension of the belly is met by saline purgatives, 
with enemata of rue or turpentine. 

As regards the mode of removing the appendix 
itself, the method I myself adopt is to make a 
circular incision and turn back a cuff of the peri¬ 
toneum; I then cut through the tube inside the 
cuff, tie the inside, and turn the two peritoneal 
flaps over, invaginating them with fine silk 
sutures. But in cases where the appendix is at all 
sloughy or damaged I have seen equally good 
results obtained by simply tying the diseased tube 
with silk, cutting it away, and disinfecting the parts 
with carbolic acid. The cases where the general 
peritoneal cavity is implicated are only favourable 
if you get them early. It used to be a saying 
that if four hours elapse before operation in perfora¬ 
tive peritonitis the case is lost. This is altered 
now. For instance, last year I attended in this 
hospital a young man with general septic perfora¬ 
tive peritonitis of four days' standing. He was 
smitten on board a steamer, and did not get to 
London until the fourth day. His belly was full 
of putrid pus, but his life was saved. We tied the 
sloughy appendix, and practically washed over the 
whole of his intestines and flushed out the abdo¬ 
minal cavity with jug after jug of hot water. He 
made a complete recovery, and this largely due to 
the repeated and careful washings. But do not 
for a moment think these neglected cases generally 
completely recover, for if you do, you will put off 
operation on them. The rarity of recovery in these 
cases is enough to explain their frequent publication. 

Again, last August, a girl set. 16 was brought here 
hurriedly, because, very much to the credit of the 
doctor who attended her, the gravity of her case 
was fully realised. As soon as her medical 
attendant found her with severe sudden abdominal 
pains, green vomit, and great tenderness in the 
right iliac fossa, he sent her here at once. She 
was taken straight from the admission room to the 
operating theatre. An operation was performed 
within an hour of her admission, and the perforated 
appendix was found lying free in the peritoneal 
cavity, surrounded by foul pus. The intestines 
were red and inflamed over an area the size of a 
cheese plate. In this case, again, we used free and 
prolonged hot water flushing, and recovery was 
rapid and complete. 


Before we part, let me tell you that though you 
may read in your text-books all of what I have 
told you, and much more, you will not learn there 
what I hope I have impressed upon you to-day* 
your serious responsibility in these cases. The 
most important thing ypu have to decide is 
whether you will have to operate at once or not. 
I have told you here that the severity of the 
symptoms with their persistence will usually find 
you right. In the next place, do not put a light 
face on these cases; if you mistake one of them, 
and say it is a bilious attack, “ colic/' or some¬ 
thing of that sort, and the patient gets worse, and 
dies on the third or fourth day, you will feel very 
uncomfortable, and your Reputation may seriously 
suffer. As a student I was taught to treat these 
cases invariably with opium and leeches, and only 
to open when abscess was very evident. Of course, 
a good many cases of the catarrhal and adhesive 
varieties got temporarily well. Those in which the 
peritoneal cavity was infected went the other way, 
and furnished, no doubt, some of the specimens 
which are here for our instruction to-day. 

As a final warning do not fall into the opposite 
error of not operating for appendicitis unless it is 
really necessary. Unfortunately, it has now 
become, in some countries, a fashionable disease, 
so that people think they ought to suffer from 
appendicitis, or have their appendix removed. 
Curiously enough, too, the operation is largely 
confused by the laity with circumcision ! I hope 
none of you will ever be influenced by such 
foolish or wicked reasons as a desire to operate, or 
to obtain fees dishonestly, to pander to the fancies 
and follies of patients, and perform such operations 
without the gravest consideration. 

In conclusion, I must ask you to supplement 
this too brief sketch of a most important subject 
by observation and reading. Especially pay 
attenrtion to such subjects as renal calculus* 
ovarian inflammation, typhoid fever, or lead colic, 
all of which conditions may closely simulate 
mischief about the vermiform appendix. 


Goitre.—The Revue de Laryngologie says good 
results may be obtained from parenchymatous in¬ 
jection of one fourth to one drachm of a mixture 
composed of iodoform i part, sulphuric ether 7 
parts, and olive oil 7 parts .—Medical Record , 
Jan. 2, 1897. 
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AN ANOMALOUS CASE 

OF 

RHEUMATIC FEVER. 

By A. M. WATTS, 

House Surgeon, the General Infirmary, Hereford. 


L. B—, aet. 20, a housemaid, was admitted to the 
Infirmary on October 5th, 1896, with the following 
history. On September 25th she was taken ill 
with pains in her joints and feverishness. She, 
however, did not give up her work until October 
2nd. From that time until the day of admission 
the pains in her joints had been so bad that she 
had been quite unable to move; she had also been 
very feverish, and had lost her appetite, and had 
noticed that all her joints, especially the knees, had 
become much swollen. Patient could not account 
for her illness in any way. A year before she had 
been in the Infirmary with synovitis of the left 
knee, but with that exception she had always en¬ 
joyed good health. 

On admission it was found that she could not 
move any of her limbs, and that all her joints were 
tender and swollen, especially the knees, which 
were distended with fluid ; any movement of the 
body caused acute pain. Her skin was very moist; 
tongue covered with a creamy fur; bowels con¬ 
stipated; chest normal; temperature 103*8°; urine 
acid, sp. gr. 1023, gave a thick cloud of albumen 
on boiling. 

Patient was put to bed, the chest and limbs 
wrapped in cotton wool. She was ordered Calo¬ 
mel gr. iij statim, to be followed by Mist. Sennae 
Co. Jj in four hours. Milk diet, and the following 
mixture every hour:—R Sod® Salicylatis gr. xv, aq. 
ad 3j. This was at 4 p.m. As the temperature at 
11 p.m. had fallen to 101*4°, the salicylate mixture 
was ordered every two hours through the night. On 
the following day, October 6th, patient was found to 
have passed a comfortable night, the pains and 
effusion in the joints were less, bowels well open, 
heart normal. 

Temperature at 11 a.m. ioo°; it rose, however, 
in the afternoon to 101° so the salicylate mixture 
was ordered every hour. 

Note for October 7th .—Temperature fell to 
99*8° at 12 p.m. last night, but at 4 a.m. rose to 


ioi*6°. Patient complains of slight deafness; no 
pain now in joints, which are much less swollen. 
The mixture ordered every four hours. 

October 8th.—Patient was very restless last 
night, so was given a draught of potassium 
bromide and chloral hydrate. Temperature at 
8 a.m. 102°. Bowels well open. A little pleu¬ 
ritic friction heard in right axilla, which caused 
pain ; this was soon relieved by poultices. 

October 9th.—Patient was delirious last evening, 
so was given R Sulphonal gr. xv, and after it slept 
well. Bowels open twice in the night; motions 
very loose and offensive. Temperature rose to 
103*6° at 4 a.m. this morning ; it is now (n a.m.) 
103*2°, pulse 120. The tongue has never 
cleaned, and is now covered with a dry brown 
fur, and a sweat rash which appeared on the fore¬ 
head soon after admission now covers almost the 
whole of the body. 

Sod® Salicylate omitted by Dr. Smith, the 
visiting physician, and 

Quininae Sulphatis ... ... gr. ij, 

Acid Nit. Hydrochlor dil. ... H|x 

Syrupi.5j 

Aq. ad.3j 

ordered every four hours, also brandy Jiij per 
diem. 

October 10th.—Patient better this morning; 
slept well last night without a draught. Bowels 
open five times ; yellow, loose, and offensive 
motions. Temperature 100*2°, pulse 100. Heart 
still normal. No distension or pain in abdomen, 
no enlargement of spleen. 

October 12th.—Since last note patient has been 
improving; she has slept well; the diarrhoea is 
less. Temperature has varied between ioo° and 
ioi°; pulse this morning 84. Tongue cleaning, 
and sudamina less. Brandy reduced to Jij per 
diem. 

October 18th.—Patient continues to improve; 
there is now no albumen in the urine. Tempe¬ 
rature gradually fell after last note, and • reached 
normal on October 16th. It rose, however, 
yesterday to ioi°; this morning it is ioo°. 
Brandy omitted on October 14th. 

November 2nd.—Since last note patient has 
steadily progressed towards recovery, and is now 
convalescent. Her temperature since October 19th 
has not been above 99°. On October 20th Mist. 
Quinin® was ordered three times a day. Qn 


Digitized by 


Google 



204 The Clinical Journal.] PERMANGANATE IN OPIUM POISONING. 


[Jan. 20,1897. 


October 28th patient was put on fish, yesterday 
ordinary diet, and to-day she was allowed to 
get up. 

November 28th.—Patient was discharged to¬ 
day. Since November 3rd she has been taking a 
mixture of quinine and iron, and now feels quite 
strong. 

Remarks .—The case is interesting from several 
points of view. 

1. That of diagnosis. On admission there 
seemed not the slightest doubt that the patient 
was suffering from rheumatic fever, but when the 
temperature did not respond to salicylates, and 
diarrhoea set in, and delirium, together with the 
dry brown condition of the tongue, made its ap¬ 
pearance, one could not but be suspicious of 
typhoid fever. There was, however, no tenderness 
nor distension of the abdomen ; no enlargement 
of the spleen. Neither could any spots be ob¬ 
served, but these might easily have been obscured 
by the sudamina. Another strange coincidence is 
this, that on the fifteenth day of the illness (the day 
on which the salicylate mixture was omitted and 
quinine ordered) the temperature began to fall, 
and on the twenty-second day of the illness it 
reached the normal. 

2. It is seldom that one sees such an acute 
attack of rheumatic fever, one with such a high 
temperature, delirium, albuminuria, and with so 
much effusion into the joints. Perhaps this may 
be accounted for by the fact that the patient had 
been ill for some days before admission, and had 
had no treatment; and yet, although the sym¬ 
ptoms were so severe, no cardiac complications 
ever presented themselves. 

3. Although the patient was given large doses 
of sodium salicylate, which caused the joint 
symptoms to subside, yet it did not reduce the 
temperature after the first twelve hours ; and on 
the fourth day after admission, even though she 
was having gr. xv every four hours, the tempera¬ 
ture rose to 103-6°. It is strange, too, that the 
salicylates having failed, small doses of quinine 
should be successful. The dose of sodium salicy¬ 
late at the commencement may appear to some 
excessive, but it was reduced when the first toxic 
symptom (which in this case was deafness) showed 
itself; and I may mention the fact that Dr. Burney 
Yeo, in his ‘ Manual of Medical Treatment/ says 
that as much as three or four drachms of the salt 


may be given in twenty-four hours, if the fever 
does not show distinct signs of abatement. 

My thanks are due to Dr. Smith, under whose 
care the patient was, for permission to publish the 
notes. 


THE PERMANGANATE TREATMENT OF 
OPIUM POISONING. 

By Dr. William Ovid Moor. 

(Medical Record\ January 2 nd, 1897.) 


Opium is undoubtedly one of our most im¬ 
portant and most frequently used remedies, and it 
is just for this reason that accidents in connection 
with its general and frequent use are of daily 
occurrence. The number of deaths caused an¬ 
nually by the products of Papaver somniferum is 
great. In England and Wales six hundred and 
forty-six persons died from opium poisoning be¬ 
tween 1883 and 1887 (inclusive). Dr. Barker 
Smith, of England, has estimated that in the last 
ten years the world over, about one hundred 
thousand persons have succumbed to opium 
narcosis. It is therefore certain that the know¬ 
ledge of a prompt and safe antidote to opium is 
a matter of primary importance. Emetics cannot 
be called antidotes in the true sense of the word; 
besides, they are utterly unreliable in narcotic 
poisoning, and are simply inducive to loss of 
precious time. 

As to atropine, many authorities, among them 
Brown-S^quard and J. Harley, dispute an an¬ 
tagonism between these two narcotics. Harley 
concludes that in medicinal doses the essential 
effect of morphine (hypnosis) is both increased 
and prolonged by the action of atropine, whether 
introduced previously or at any time during the 
operation of the former. On the other hand, I can 
state with the utmost confidence that I have found 
in potassium permanganate the true antidote to 
opium and its alkaloids. For several decades 
past the salts of permanganic acid have been 
recommended as antidotes to organic poisons in 
general, which naturally includes alkaloids. Permit 
me to demonstrate to you that such a claim is 
erroneous. 

The author showed that no reaction takes place 
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between permanganate and atropine, cocaine, 
veratrine, pilocarpine, aconitine, caffeine, hyoscya- 
mine, hyoscine, and phosphorus. 

The permanganate acts quicker on albumen 
than on strychnine. I have found that it scarcely 
oxidises phosphorus even after sixteen hours’ 
contact. I will show you now that the reaction 
between permanganate and morphine is instanta¬ 
neous. One grain of the potassium salt oxidises 
one grain of sulphate of morphine. The perman¬ 
ganate is decomposed into potassium hydroxide, 
hydrated manganese dioxide, and oxygen. The 
morphine is changed into a substance akin to 
pyridin—tricarboxylic acid. Yet the mere fact that 
Mn 2 0 3 K 2 oxidises some chemical substance is no 
proof that the product resulting from this chemical 
reaction is not toxic. The following case well 
illustrates this statement.* At the clinic of Dr. 
Hamack, in Halle, a girl fourteen years of age was 
treated for general eczema. On one occasion she 
was given tannic acid applications to her arms, and 
at the same time she was ordered a permanganate 
bath. Violent fever and profuse diarrhoea set in. 
The tannic acid applications were stopped, but the 
permanganate treatment was continued, and after 
eight days the patient’s condition was normal. 
Urinary analysis showed the presence of pyrogallol, 
which must have been formed through the oxidisa¬ 
tion of tannic acid by the potassium salt. The 
clinical picture corresponded to pyrogallol poison¬ 
ing, the chief symptoms of which are fever and 
diarrhoea. 

The principal point for me to determine was 
whether or not the oxidisation of morphine renders 
it innocuous. The experiments for this purpose 
were made chiefly upon myself. This was neces¬ 
sary when we consider the low degree of suscepti¬ 
bility of animals to opium. Having found that the 
permanganate will oxidise morphine in an albu¬ 
minous solution, I could swallow with impunity, 
gradually increasing doses of morphine followed 
in a few moments by corresponding amounts of 
the potassium salt. 

On the 20th January, 1895, I took, about two 
hours after breakfast, five grains of sulphate of 
morphine, followed in a few moments by eight 
grains of the antidote dissolved in eight ounces of 
water, without experiencing any effect whatsoever 


# ' Deutsche Med. Wochenschr.,’ 1895, No. 10. 


from the narcotic. Had only one eighth of a 
grain of morphine been absorbed into the circula¬ 
tion, I should have felt it undoubtedly, as I am 
very susceptible to the action of narcotics. It is 
by no means a condition sine qua non that the 
antidote must be given immediately after the 
ingestion of the poisonous dose of morphine, as 
has been claimed, for morphine is not a corrosive 
substance like carbolic acid or the mineral acids. 
We should not forget that as soon as opium begins 
to exert its narcotic influence, gastric and intestinal 
activity is greatly reduced, and, consequently, the 
absorptive power of the gastric mucous membrane 
is very much lessened. It is, therefore, not sur¬ 
prising when we hear that considerable quantities 
of opium or morphine have been found in the 
stomach of persons who have died from this 
poison. 

We have, therefore, no right to assume that no 
more poison is in the gastric cavity of the patient 
because a considerable time has elapsed since its 
ingestion. In connection with this point there is 
another important topic I have to dwell on. It is 
now a well-established fact that morphine which is 
injected subcutaneously is excreted by the mucous 
membrane of the stomach. Hitzig, of Halle, by 
washing out the stomach of animals that had re¬ 
ceived morphine subcutaneously, succeeded in 
obtaining fully one half of the injected amount 
during the first hour after the injection. It is a 
logical necessity that an antidote which acts in¬ 
stantaneously must destroy in the stomach a 
certain amount of poison that got into the circu¬ 
lation either through hypodermic injection or 
through absorption by the stomach, for it is 
evident that the same circulation which conveys 
the poison from the peripheral parts of the body 
to the stomach must also bring back to the latter 
a part of the poison which previously was absorbed 
by it. In connection with this it is of interest to 
cite a case mentioned in the ‘American Journal 
of the Medical Sciences,’ January, 1895 : 

A Chinaman had taken the estimated quantity 
of one hundred and fifty grains of opium at 10 a.m. 
At 5.30 p.m. the stomach was repeatedly washed 
out, until there was reason to believe that there 
was no longer any opium contained therein. A 
second lavage was made at 8 p.m., and a third at 
11.30 p.m., a quarter of an hour before his death. 
The second washing came out colourless, although 
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it gave fine alkaloidal reactions, but did not respond 
to the test for meconic acid ; the third, also colour¬ 
less, gave good reactions. The first washing removed 
the ingested but unabsorbed opium, but the alka¬ 
loids found in the others could have been de¬ 
tected only through their excretion by the gastric 
mucous membrane. 

The following case, reported by Dr. Hari 
Bhicaji, chief medical officer in Goudal, Kathia¬ 
war, East India, illustrates that the internal ad¬ 
ministration of our antidote is life saving even 
after a considerable time has elapsed since the 
taking of the poison. 

“ A Hindoo child, about eighteen months old, 
while playing in the house, accidentally came upon 
the father’s opium box and swallowed a four-grain 
lump of opium which he found in it. This oc¬ 
curred about noon, while the mother was out on 
some business. On her return at 2 p.m., the 
mother found the child lying unconscious on the 
ground, with the tin box beside her. The mother 
ran at once with the child to our hospital, and 
when admitted the child was fully under the in¬ 
fluence of opium. The case seemed a hopeless 
one, as the symptoms of poisoning were most 
profound, and there seemed no chance of hope 
by using the stomach-pump or by giving emetics. 
The idea then occurred to me that permanganate 
of potash, as recommended by Dr. William Moor, 
of New York, might answer in this case. Accord¬ 
ingly I dissolved eight grains of the permanganate 
of potassium in one ounce of water, and began 
to administer the fluid with much difficulty, a tea¬ 
spoonful every ten minutes. After half an hour 
from the first dose, the child appeared to improve. 
The solution was continued, but it was now given 
in the same dose every twenty minutes. Gradually 
but visibly, without emesis, the narcotic symptoms 
gave place to returning consciousness, quiet, 
natural respiration, and voluntary motor power, 
so that about midnight the child was seen playing 
in bed by the side of its mother, perfectly restored 
after sixteen grains of permanganate of potassium 
had been administered.” 

It is evident that in this case and in other 
reported cases of a similar nature the antidote 
acted first by oxidising the poison still contained 
in the stomach, and then by annihilating the 
alkaloids which returned from the circulation to 
the stomach. 


One of the most interesting features relating 
to the use of the opium antidote is the beneficent 
effect observed from its hypodermic administra¬ 
tion. Rabbits which had received hypodermic 
injections of one to three grains of morphine 
were greatly improved by the hypodermic adminis¬ 
tration of the antidote, both as to their respiration 
and their general condition. I have published the 
details of these experiments in the 4 Medical 
Record’ of March 2nd, 1895. I shall’cite a few 
cases in which the subcutaneous injection of the 
antidote was of unmistakable efficacy. 

The question arises, What is the modus 
operandi of the hypodermic use of our opium 
antagonist? First, I thought that the antidote 
selected the morphine from among the albuminous 
constituents of the blopd. To this view it has 
been objected that the permanganate is rapidly 
decomposed by the subcutaneous tissues, and thus 
could not reach the circulation in an unaltered 
condition. I must confess that I have fully 
realised the correctness of this objection. For the 
same reason I have also abandoned the idea that 
the permanganate converts haemoglobin into 
oxyhaemoglobin. Professor Hare, of Philadelphia, 
suggested that the pain due to the hypodermic 
injection of the antidote acted as a stimulus to the 
respiration. But when we consider that an 
improvement in respiration took place in many 
cases in which there was absolute insensibility to 
pain, Dr. Hare’s view appears fallacious. 

From a careful analysis of the cases reported, 
it has become evident to me that the action of 
hypodermic injections of permanaganate is a 
physiological one, and probably is effected by 
the absorption of small quantities of hydrated 
manganese dioxide. We know that some ingre¬ 
dients of the blood exert at times a dynamic 
function. Buchner, of Munich, has shown that 
blood serum loses its germicidal capacity if 
chloride of sodium is abstracted from it. Yet a 
physiological solution of common salt is certainly 
not a germicide. 

Referring this example to our subject, we can 
say that the presence of a small quantity of 
manganese in the blood may dynamically increase 
the oxygen capacity of the blood, and may render 
more stable the combination of oxygen and haemo¬ 
globin. Dr. Sharp, of Philadelphia, made animal 
experiments with permanganate and opium, and 
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came to the conclusion that the hypodermic 
injections acted physiologically. These observa¬ 
tions justify me m making the statement that the 
hypodermic administration of weak permanganate ! 
solutions should be of benefit in all cases of I 
narcosis, asphyxia, and cyanosis. ! 

Gentlemen, if you have to deal with alarming j 
cases of ether and chloroform narcosis, illuminat- j 
ing-gas asphyxia, asphyxia from drowning and 
laryngeal obstruction, uraemia, eclampsia, and 
cases of a similar nature, and if you have resorted 
without benefit to the usual methods of treatment, 
also administer hypodermically solutions of per¬ 
manganate of potassium, which can do no harm, 
but may be of great benefit (i to ioo to i to 500). 

About ninety or one hundred cases of opium 
poisoning have been reported to me, in which the 
antidote has proved its great value. It should be 
given at once; no time should be wasted with 
emetics and stomach-pump, as an instantaneously 
acting antidote is far superior to these. It should 
be given to meet three indications : 1. Per os 
{eight to ten grains well diluted, or more), to 
annihilate any opium or its alkaloids that still may 
be in the stomach. 2. To decompose the alka¬ 
loids which return from the circulation to the 
stomach. This is accomplished by giving from 
time to time weak solutions of the antidote (one 
grain to a tumblerful of water). 3. Hypodermic 
injections of permanganate solutions (1 to 100 or 
-more), to act as a physiological antidote. 

I conclude by expressing the earnest hope 
that my words will aid in diminishing the number 
-of serious and fatal cases due to opium , narcosis 
and to other forms of narcosis, asphyxia, and 
-cyanosis. 

THE TREATMENT of SIMPLE GLAUCOMA. 

By Howard F. Hansell, M.D. 

(The Philadelphia Polyclinic, January 2nd, 1897.) 

Simple glaucoma is essentially non-inflamraatory 
in its origin, course, and termination as compared 
.with true glaucoma in its acute and chronic forms. 
The main, if not the only, point of resemblance is 
the excavation of the optic nerve; and it is doubt¬ 
less because of the presence of thieiliagitostk: sign 


that the old classification has been retained. 
There is rarely in its history injection of the ciliary 
blood-vessels, pain, periodic loss of vision, or 
other evidence of acute increased intra-ocular ten¬ 
sion. The diagnosis of the affection depends, in 
the main, upon two coincident conditions, namely, 
gradual diminution of vision, both central and 
peripheral, and slowly advancing cupping of the 
nerve-head. But spinal and idiopathic (no assign¬ 
able cause) optic nerve atrophy are characterised 
by similar symptoms. For this reason Schweigger 
suggested in 1891 (‘Arch, of Ophthal.,’ vol. xx, p. 
475) that the term “simple glaucoma” should be 
accepted with considerable reservation. Increased 
tension, that sine qua non of glaucoma, cannot be 
demonstrated. The enlargement of the pupil is 
not dependent upon paralysis from pressure of the 
ciliary nerves that lie in grooves in the sclera, but 
is found only late in the disease, when atrophy of 
the nerve is far advanced. Recession of the near 


point from failure of the accommodation is not 
a pronounced symptom. A patient will require a 
stronger glass for reading than the healthy eye, 
but only because he needs magnification of the 
letters, that they may be perceived by the partly 
atrophic retina. It is not claimed that simple 
glaucoma should be classified among optic nerve 
atrophies, although atrophy is one of its con¬ 
spicuous features. It differs from them in that 
the cupping of the nerve-head is inconsistent with 
the advance of atrophy ; that the disc is surrounded 
by a scleral or white, and not a choroidal or 
pigment ring; that limitation of the nasal is more 
pronounced than that of the temporal field, and 
irregularly placed and sized scotoma are not 
infrequent; that it is favorably influenced by 
myotics and operation (9ee Randall, ‘Journ.Amer. 
Med. Assoc./ November 7th, 1896). This brief and 
imperfect enumeration of some of the facts that 
disassociate the simple or non-inflammatory type 
of glaucoma from the inflammatory forms and 
from atrophy of the optic nerve, and place it in a 
class by itself, are worthy of consideration in the 
projected treatment of every case. Great diversity 
of opinion may be found in the writings of 
clinicians as to the efficacy of the various remedies. 
Some, among whom may be mentioned Cohn 
(‘Berliner klin. Wochensch.,’ May 27th, 1895), 
Ahadie (‘Arch. d’Ophthal.,’ Nov., 1895),and Simi 


(ibid.), agree that the d^ily use of solutions of 
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eserine sulphate, gr. is indicated. The first 
writer claims to have retained full acuity of vision 
and normal fields for a period of fourteen years. 
On the other hand, Nettleship (‘ Brit. Med. Journ./ 
October 19th, 1895) urges iridectomy without delay, 
and Ramsey (‘Glasgow Med. Jour.,* vol. xliii, No. 4) 
as soon as the diagnosis is established. Wicher- 
kiewicz (‘ Klin. Monatsb. fur Augenh./ May, 1896) 
recommends first eserine, then sclerotomy, finally 
iridectomy. Our own experience is opposed to 
immediate iridectomy for the following reasons: 
(1) Iridectomy on one eye has been known to 
precipitate an attack of acute glaucoma in the 
second eye. (2) In order to be of value the 
artificial pupil should include one fifth of the iris. 
The astigmatism consequent upon the corneal 
incision and the irregular refraction of the extra- 
pupillary portion of the lens are detrimental to 
good vision. It not infrequently happens, also, 
that cortical opacities of the lens coexist with 
simple glaucoma. (3) Malignant glaucoma, rather 
indefinitely described by Schweigger (‘Arch, of 
Ophthal.,’ April, 1896), and accurately defined by 
Friedenwald (‘ Arch, of OphthaL,’ October, 1896), 
as a painful and nearly always incurable blind¬ 
ness, following the operation of iridectomy for 
glaucoma, may be encountered. (4) Eserine, a 
painless application that may be continued for 
years without danger, is of indubitable value. 

The brief history of a case that has been under 
observation for five years will serve to illustrate the 
efficacy of eserine and the uncertain value of 
iridectomy. Mr. S—, aet. 52, complained in 1891 
of diminution of vision for far and near. R. |£, 
L. a_o^ brought to the normal by low-power minus 
cylinders. Both discs were cupped over their entire 
surface. The fields were concentrically contracted, 
but only moderately so. Until very recently vision 
and fields have remained unaltered through the 
use of gr. \ solutions of eserine, applied once 
daily, and the patient has been able to use his 
eyes without discomfort. A few weeks ago the 
eserine seemed to have lost its power. Double 
iridectomy was performed. The healing in the 
L. progressed without incident. On the second 
day after operation on the R., vision was totally 
abolished in that eye for a short time. The 
wound was closed, the anterior chamber re-estab¬ 
lished, and the eye very slightly congested. Under 
hourly installations of 1 gr. solutions of eserine, 


vision returned to its previous acuity in two days. 
Here, then, is an instance of retention of vision 
for four and a half years by the constant use of 
eserine, and of an acute glaucoma precipitated by 
iridectomy. 


THERAPEUTICAL NOTES, &e. 


Bread for Diabetics. —Ivar Bang, by tri¬ 
turating only the superficial layer of the grain 
after preliminary decortication, has succeeded in 
obtaining a flour extraordinarily rich in nitrogen, 
which can easily be made into bread. This bread 
resembles the ordinary home-made bread, but 
contains almost twice as much albuminoid sub¬ 
stance. He made experiments with it on a 
prisoner condemned to a diet of bread and water. 
After two periods of five days each, with an inter¬ 
mission of five days in which he was given ordi¬ 
nary food, the author found that the new bread 
was absorbed three times more readily than black 
bread. It may therefore be employed to advan¬ 
tage in the diet of diabetic patients. 

Universal Med. Magazine. 


Gonorrhoeal Pleurisy.— In a recent article 
Faitout reviews all the reported cases of this nature. 
As a result of this review he finds that, though a 
good many cases are reported, very few present 
sufficient evidence to be classed as gonorrhoeal 
pleurisy. One case, however, reported by Bordoni- 
Uffreduzi, seems to definitely prove that gonor¬ 
rhoeal pleurisy can occur. The case was one of a 
young girl, aet. 11 years, who was assaulted by an 
individual with gonorrhoea. Some days afterwards 
she was attacked with severe polyarthritis and later 
a double pleurisy developed. She also showed 
symptoms of endo- and pericarditis. Dr. Mazza, on 
examination of cover-slips from the pleural exudate, 
found numerous organisms morphologically resem¬ 
bling gonococci within the leucocytes. Further¬ 
more, he was able by Wertheism’s method to 
cultivate the organism and show that he was 
dealing with a pure culture of Neisser’s coccus. 
The author comments on the need of further 
bacteriological investigation on this subject 
Gazette Medicate de Paris , October 5 th, 1895. 
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A DEMONSTRATION 

ON 

“DESCENT OF THE WOMB.” 

Delivered at St. Bartholomew’s Hospital to the Practical 
Midwifery Class, 

By C. HUBERT ROBERTS, 
M.D.Lond., F.R.C.S., M.R.C.P., 
Demonstrator of Practical Midwifery, St. Bartholomew’s 
Hospital; Physician to Out-Patients, Samaritan 
Hospital for Women, London. 


Gentlemen, —You may remember last time we 
met we were discussing the minor displacements 
of the uterus, viz. 

(1) Retroversion and retroflexion, 

(2) Anteversion and anteflexion ; 

and came to the conclusion that they possibly had 
little importance beyond that retroversion might 
mean descent. 

It is of “ Descent of the Womb ” that I would 
speak to-day. Descent is a major displacement 
certainly; other major displacements are retro¬ 
version , impaction of the gravid uterus , and 
inversion; pendulous belly, as described by Dr. 
Matthews Duncan, occurring in pregnancy, might 
be classed here also. 

Now what do we mean by descent ? I fancy to 
students the terms so often used are a little 
confusing, — “ prolapse,” “ procidentia,” “ com¬ 
plete,” “partial,” or “of a certain degree.” I 
fancy it is a small matter really, although the terms 
are old, and one is loath nowadays to invent 
new ones. Let us call it “ Descent of the womb.” 
You may make, if you like, a clinical distinction in 
such cases between incomplete and complete, 
according to whether the uterus or cervix merely 
appears at the vulvar orifice, or is actually outside 
it. In fact, if you will look at cases in the out¬ 
patient room you will commonly find that patients 
do not complain of anything till the “ lump comes 
outside.” Of course I quite admit the terms used 
in your text-books, but complete and incomplete 
descent seem to me simple terms. 

Vol. IX. No. 14. 


Under what class of disease shall we put 
“ Descent of the womb ” ? Surely it is best 
classed as a hernia, and a very severe hernial 
condition too. In fact, it is a hernia of the pelvic 
floor, with its fasciae and the great levator ani 
muscle. I urge you to be familiar with the 
anatomy of the pelvic floor, or you will not under¬ 
stand such a condition as this. Another point is 
that patients with descent of the womb, or “ falling ” 
as they term it, frequently have associated with it 
other hernial conditions—other true herniae, piles, 
prolapse of the rectum, varicose veins, moveable 
kidney, flabby abdominal walls with divaricated 
recti, and so on. Now, if the womb comes down 
it does so because its support gives way, and the 
support of the uterus is the pelvic floor, not the 
ligaments of the uterus, which soon stretch, and 
probably do little in preventing descent. Nor 
does the perinaeum support the uterus—please 
remember this ; if you consider the anatomy, how 
can it ? Perhaps it prevents for a time the cervix 
that has once descended into the vagina from 
coming outside, but that is all. Therefore, we 
repair a perinaeum, as it enables the patient to 
retain a pessary. 

Now, under what conditions may we get 
descent of the womb so that the cervix protrudes 
at the vulvar orifice? or what are the so-called 
varieties of prolapse ? You may classify them— 

1. Simple or complete prolapse . 

2. Elongation of the sufra-vaginalportion . 

3. Elongation of the vaginal portion . 

Some books quote elongation of the pars inter¬ 
media, but it is unimportant. Again, elongation 
of the vaginal portion is not really a prolapse at 
all, but most probably a congenital deformity of 
cervix or of the implantation of the vaginal 
fornices. 

I show you some diagrams of the condition 
(see Diagrams i, 2, 3, and 4), (but please remember 
that they are only diagrams), and also a table of 
varieties, which Dr. Champneys kindly allows me 
to use, from his lectures. You must render your¬ 
selves familiar with the anatomy of the uterus, and 
know the portions and limits of the vaginal and 
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supra*vaginal portions (see Diagrami), for in pro¬ 
lapse it is with these that wei are concerned to a 
great extent. Note, too, the relations of the an¬ 
terior vaginal wall to the bladder, and its very 
close attachments, so that should this wall descend, 
the bladder invariably does so too (cystocele). 
The posterior vaginal wall has not nearly the same 
close attachment to the rectum, so that rectoceles 
are rare; but to the perinaeal body (P, Diagrams 
i, 2, 3, and 4) it is very adherent, and this portion 
is never completely descended unless the perinaeum 
be torn (see FF V Diagrams 2, 3). You can feel 
this little undescended pocket (F v Diagram 3) 
on passing the finger into the vagina. 


bine—there is really no one cause. They are all 
chronic^ Rupture of the perinaeum and lax 
vaginal walls predispose to rapid descent, and the 
| womb early comes outside the vulva. Prolapse of 
the pregnant uterus per vaginam is almost im¬ 
possible after the fourth month, as the fundus, 
owing to its size, must then rise above the brim. 
With successive pregnancies the condition gets 
worse. The partial retroversion of Oldham is 
entirely a different condition. 

In descent of the pelvic floor the whole or part 
j may be affected. Commonly the order of descent 
is, first the anterior vaginal wall and bladder 
I (cystocele), next the cervix, and finally the 



5t 


Ut = Uterus. F— Posterior fornix. 

Rectum. 5 = Symphysis pubis. 

Bl~ Bladder. F=*Vagina. 

1 — Vaginal portion of cervix (coloured dark). 


P = Triangular perinaeal body. 

^ 4 « = Anal orifice. 

Ur— Urethra. 

2 =*Supra-vaginal portion (dotted). 


Douglas’s pouch, where it is in relation with the 
posterior vaginal wall, is an important thing to 
remember, as that, too, may be completely 
descended (Diagrams 2 and 3, Z>). 

The causes of descent of the womb must be 
chronic, since it is a chronic disease, and, putting 
aside the congenital vaginal elongation, prolapse 
invariably occurs in multiparae. 

The causes generally given are those which 
alter the relations of intra-abdominal pressure, or 
the “ retentive power of the abdomen,” as Dr. 
Matthews Duncan called it. Repeated distension 
of pregnancy, large tumours, chronic constipation, 
hard work, irregular and violent exercise, loss of 
the pelvic tone, chronic bronchitis, &c., all corn- 


posterior vaginal wall in part; generally the last 
inch of the posterior wall does not descend, as it 
adheres closely to the perinaeal body. You can 
t note this for yourselves any day in the out- 
I patient room. Prolapse of the posterior vaginal 
wall alone is rare. The bowel itself sometimes is 
included in this posterior wall, but it is un¬ 
common. Such a pouching is exceedingly 
troublesome to patients, as faecal matter collects 
1 in this pouch at each act of defaecation and can¬ 
not be easily passed. 

Next, what are the Symptoms of descent? 
Remember, though the actual displacement be 
great, there may be no symptoms—a strong argu¬ 
ment against the theories of the mechanical school 
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as to the symptoms of minor displacements. Re¬ 
member the uterus is a floating organ in the 
abdominal cavity; with negative abdominal 
pressure it can have no appreciable weight. 

Very few women notice descent of the womb 
till it comes outside, then at once they come for 
advice. At other times bearing down, pain in 
the back, trouble with, the bowels, frequency of 
micturition, and very rarely retention, are com¬ 
plained of; or discharge from the catarrh or 
ulceration of the cervix, and eversion. I do not 
think any woman knows she has a “ displace¬ 
ment ” till she is told. I advise you never to use 
the word to your patients ; if you are wise do 


bimanual method,—in fact, use every means you 
have; neglect or carelessness is the great source 
of error in everything. 

Suppose we have a case before us. After 
replacing the tumour, ask the patient to strain, 
and note what comes down. First, the anterior 
vaginal wall, then the cervix, and finally, the 
posterior vaginal wall. 

Note the condition of the cervix, often everted 
or ulcerated; such ulcers are generally near or on 
the vaginal portion, well defined, with sharp edges ; 
they are probably like varicose ulcers on the legs 
of old people, due to the congestion and eventual 
malnutrition of the epithelium, which desquamates 



Diagram 2. (Simple or Complete Prolapse.) 

Ut — Uterus retroverted. S** Symphysis. P—Perinaeal body. 

R= Rectum. Z? = Douglas’s pouch prolapsed. Ur=* Urethra. 


/?/«= Bladder. C=*Cystocele. 

F— Posterior fornix. 

not tell them of their “ insides,” otherwise they 
will have every symptom under the sun. 

Of course, a large prolapse protruding from 
the vulva, such as you get in some cases, is a 
serious thing and evident enough. 

Varieties .—Of those already mentioned you 
will commonly meet with two, the complete or 
simple prolapse, and the elongation of' the supra¬ 
vaginal portion, the latter being if any the 
commoner. The elongation of the vaginal por¬ 
tion, as I said, is probably congenital. 

Diagnosis of condition .—This can only be ascer¬ 
tained by careful examination with the fingers, by 
the use of the sound, by inspection, or by the 


1 «s Vaginal portion t unaltered in 

2 = Supra-vaginal portion / length. 

and dies. Dependent position, friction, and the 
passage of urine over it may help, but not much. 
They heal rapidly if the uterus is replaced. Note 
also in bad cases, the hard, dry, parchment¬ 
looking condition of the vaginal walls, the result 
of exposure. 

If you are not sure if the bladder is down, pass 
a sound or catheter. . This will determine whether 
or not a vaginal cyst exists, which might be mis¬ 
taken for cystocele. Next, note the condition of 
the fornices, whether both descended (as in 
1 Diagrams 2 and 3), or neither (as in Diagram 4). 

! Note also the attachment of the posterior wall to 
1 the perinaeum. 
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Try to ascertain the position of the uterus. In 
one case (complete or simple) you can feel the 


mass running up into the pelvis (Diagram 3, 2). 
This is the long stretched supra-vaginal cervix. 



{//■■Body of uterus retroverted, not necessarily descended. 

^ = Rectum. Fi =* Posterior fornix. D— Douglas’s pouch prolapsed. 

Bl= Bladder. S = Symphysis. C=Cystocele. 

1 = Enlarged everted vaginal portion, frequently ulcerated. 

2 «=* Supra-vaginal portion, elongated and thinned by traction. 


Perinatal body. 
t/r*=* Urethra. 


1 

2 



{//■■Uterus. Posterior fornix 1 norma j P = Perinaeal Body. 

R=* Rectum. Fx = Anterior fornix J * . 4 *=* Anus. 

Bl Bladder. S’ ■■ Symphysis. Ur = Urethra. 

Elongated vaginal portion, probably a congenital deformity. 

Supra-vaginal portion. In this case the fornices appear to be situated very high up towards the body of the uterus. 


uterus completely retroverted in the prolapsed 
Douglas’s pouch (Diagram 2); in others you can 
feel a sort of finger-like process in the prolapsed 


The body of the uterus here is not descended. 
Bimanual examination will tell you where the 
fundus is. The uterine sound should also be used. 
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as it tells you the length of the uterus and its attribute it to a high implantation of the for- 
position, whether retroverted or not. In (Diagram nices towards the body of the uterus. Preg- 
2) the sound would only pass the normal length; j nancy with this is highly improbable; if so, 
in (Diagrams 3 and 4) as much as 4 1 inches. In 1 such a cervix would be an absolute obstruction 
all cases, except that of the vaginal elongation, | to delivery. 

the patient is a multipara. 1 This has nothing to do with the elongated and 

! chronically inflamed cervix sometimes seen, which 
Description of Particular Varieties. ma y affect one lip only. 

1. Simple or Complete Prolapse (Diagram 2).— The following table (Dr. Champneys 1 ) may 

Patient a multipara; whole pelvic floor affected; make things clearer by comparison. 


TABLE OF VARIETIES OF DESCENT OF THE WOMB. 


Name. 

Fornices. 

Ut. Position. 

Length. 

Parity. 

Simple or complete 

.. l=both descended... 

Retroverted 

normal 

= Multi para. 

Supra-vaginal elongation. 

.. l=both descended... 

Retroverted, not necessarily descent... 

= 4 * 

= Multipara. 

Vaginal elongation 

.. = neither descended 

Normal ... 

= 4 * 

= Nullipara. 


fornices obliterated; uterus completely retroverted, 
and outside vulva; anterior vaginal wall com¬ 
pletely down, with part of bladder ; posterior wall 
nearly so, but not quite (i*i) ; sound, normal 
length backwards; uterus is not enlarged ; vaginal 
and supra-vaginal portions (1.2) natural length; 
bowel is rarely affected; Douglas's pouch pro¬ 
lapsed. 

2. Supra-vaginal Elongation (Diagram 3).— 
Patient a multipara; pelvic floor with vaginal 
walls descend, and produce traction on supra¬ 
vaginal cervix ; later, perhaps, the swollen cervix 
gets caught at vulvar orifice and pulls on supra¬ 
vaginal cervix; the body of uterus for a time may 
be held up by its ligaments; bladder comes down, 
not rectum ; fornices obliterated; sound passes 
4 i to 5 inches, generally backwards ; great 
lengthening of supra-vaginal cervix by traction, 
sometimes it is as long as 2 inches, instead of 
^ inch as normally. If you are careful you can 
feel the elongated, finger-like cervix through the 
vaginal walls. On putting the prolapse back, in a 
few hours the sound will only pass about 3 inches, 
proving the tension. Note the everted swollen 
vaginal portion. The fundus bimanually is re¬ 
troverted, but not necessarily descended. 

3. Elongation of Vaginal Portion (Diagram 4).— 
Patient nulliparous; very long vaginal portion; 
small orifice of canal at end ; pelvic floor does not 
descend; body of uterus in natural position, not 
retroverted as a rule ; sound passes \\ to 5 inches. 
Probably a congenital peculiarity, very rare; some 


In the rare condition of elongation of the pars 
intermedia (which is rather an artificially defined 
portion of the cervix between the vaginal and 
supra-vaginal portions limited by imaginary lines 
drawn across at the level of each fornix), the 
anterior fornix only is descended, the uterine posi¬ 
tion is normal, the length of the uterus is increased, 
and the patient a multipara. It is a very rare 
condition. 

Lastly, a few words about Treatment. 

This may be divided into— 

1. Improving the general pelvic condition by tonic 

treatment . 

2. Palliative local measures. 

Pessaries, pads , and supports. 

3. Operative treatment. 

(a) Repair of perinaeum and diminishing 

vulval outlet. 

(b) Colporrhaphy. 

(c) Shortening the round ligaments 

(Alexander). 

(d) Ventral fixation (hysteropexy). 

(e) Vaginal fixation by anterior colpo- 

tomy. 

( f) Removal of whole or part of the 

prolapsed mass. 

Of General Tonic Treatment .—Much may be 
done to aid the recovery of the pelvic tone. 
Merely replacing a large procident mass and 
keeping the patient in bed will diminish the size 
of such a mass,, especially, as I have mentioned 
before, in the supra-vaginal form. Carefully avoid 
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ail constipation and straining. The bladder 
should also be looked after. The patient’s employ¬ 
ment may be changed if it be one involving hard 
work and continual standing. Bronchitis and 
cough may be treated in the ordinary way. 

Palliative Measures .—Some form of support is 
generally necessary, and under this heading comes 
the treatment by pessaries, pads, and so on. 

Many women will be quite comfortable with 
such an instrument, and with due care they may 
be used without fear ; at the best of times pessaries 
seem to me rather disagreeable things; sometimes 
with careless patients they are objectionable and 
dangerous. Some of the elaborate mechanical 
pessaries you see in books certainly are dangerous. 

Perhaps the most commonly used are the 
ordinary ring and the Hodge pessary; also one 
we use sometimes at this hospital, a cradle 
pessary, made out of a bent-up Hodge. Rarely a 
support is used in which tapes attached to the 
mechanical support are fastened to a waist-band 
(Cutter’s modification). These are all you need 
know; the name of the inventor (there are 
hundreds) you can forget. 

Some women get on very well with a mere pad 
worn over the vulval orifice and lied to a waist¬ 
band. 

If you use a pessary, remember they are foreign 
bodies. The ring pessary, which lies in the axis 
of the vagina, its upper segment in the posterior 
fornix, with the cervix looking downwards through 
it, is a very good instrument. Many women can 
take it out at night and replace it in the morning 
before getting up. If not, you must tell them you 
have put a support in, and that they must have a 
fresh one in two or three months’ time, and that 
some antiseptic vaginal douche—Tr. Iodi. 5j ad Oj, 
Creolin, Condy, Izal, or Lyssol, may be used night 
and morning. If such a pessary causes pain or 
bleeding it should be seen to at once. 

Pessaries forgotten and worn for years may be 
a source of very severe ulceration and sloughing 
of vaginal walls, which may involve the bladder 
or rectum. 

Hodge's pessary is also useful, difficult rather 
to put in ^ remember the large end upwards and 
the top curve forwards in the posterior fornix, the 
rest of the instrument lying m the vaginal axis, 
Che small lower curve looking towards the 
perin&tttrw 


Such instruments want rather more frequent 
attention; patients cannot take these out and 
replace them, as a rule. If you bend the lower 
curve of a metal Hodge upwards you have a so- 
called cradle-pessary or half-circle; this is placed 
with one end behind in the posterior fornix, and 
the other bears somewhat on the anterior vaginal 
wall above the urethra. You may exercise much 
ingenuity on bending such pessaries to suit each 
particular case. 

Pessaries to which are attached supports to a 
waist-band (Cutter), something like this Aveling’s 
repositor for inversion which I have here, may 
sometimes be used, but the cup frequently gets 
out of place. I strongly advise you never to use 
anything like stem pessaries, which go into the 
uterine cavity, not even in minor displacements, 
even though such a pessary be made of gold, as 
I saw in a patient lately from abroad. 

Operative Treatmerit. — Sometimes owing to 
great laxity of the vagina, or stretching of the 
vulval orifice, or from deficient perinaeum, a patient 
cannot retain any form of support. The simplest 
thing is then to diminish the size of the opening 
by repairing the perinaeum, to enable them to wear 
say a ring. 

In old women past the climacteric the repair 
may be carried forwards to a considerable extent. 
The effect, too, of an operation locally seems 
sometimes beneficial to the tissues. I am not 
going to describe the operation of repair of the 
perinaeum; you must go and see it done for 
yourselves. Remember to be careful to repair 
the anterior portion of the sphincter ani if it be 
torn, for incontinence or only partial control of 
flatus or faeces is a most distressing thing. Most 
patients, even after such an operation, have to 
wear a ring. Remember then in labour, if a 
perinaeum is torn, you should always stitch it up at 
once. 

Colparrhaphy is an operation of little value, I 
fear. You may take away large portions of the 
anterior or posterior vaginal mucous membrane 
and then bring together the raw edges by stitches, 
so diminishing the mass that comes down, but I 
fancy in a few weeks the walls stretch and the 
condition is as bad as ever. Yon may, however, 
do it, if you like, in addition to repair of the 
perineum. 

Shortening the Round Ligaments (Alexander).— 
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An operation I think useless and probably un¬ 
scientific. It has been proposed that the round 
ligaments be exposed on either side over the 
inguinal panal, the “ slack ” pulled forwards and 
removed, and the ligament thus shortened be re¬ 
attached to the tissues of the symphysis and the 
wound closed. 

I cannot see what good this would do, as the 
ligaments are unimportant structures, and would 
soon stretch ; besides, remember that the whole 
condition is caused by descent of the pelvic floor, 
not mere stretching of ligaments. 

Ventral Fixation or Hysteropexy .—An operation 
by which the fundus uteri is attached by means 
of sutures to the linea alba, either with or without 
opening the peritoneum. The uterus is pushed 
up from below till it is felt beneath the anterior 
abdominal wall; it is then cut down upon, the 
peritoneum may or may not be opened, and the 
uterus attached by one or two stout ligatures to 
the tissues of the anterior abdominal wall and 
the wound closed. 

I know little of the operation ; it is not done at 
this hospital. What may be the results of such 
an operation as a cure of prolapse I do not know ; 
nor do I know what happens should pregnancy 
ensue. It seems to me illogical. 

Vaginal Fixation by Anterior Colpotomy. —A 
new proposal, of what value I cannot say, namely, 
by opening up the peritoneal pouch between the 
uterus and bladder, as in the anterior incision 
for vaginal hysterectomy, anteverting the retro- 
verted and possibly prolapsed uterus into the 
wound, fixing it there, and closing the vaginal 
flaps over it. 

Removal of Whole or Part of the Prolapsed Mass. 
—Some advise removal of the uterus in such 
cases, especially in old women past the climacteric. 
Personally I should not do it. 

Removal of parts of the cervix is another 
matter. In the supra-vaginal form, if methods 
fail of a simpler nature, the vaginal and supra¬ 
vaginal cervix can be amputated, and the vaginal 
walls stitched to the stump of the uterus, de¬ 
creasing the mass which comes down and bracing 
up the vaginal walls ; but in most cases a pessary 
has still to be worn. 

In elongation of the vaginal portion the long 
cervix may be removed at the vaginal reflection; 
but it is curious that in this form after amputation 


very little seems to be left of the body of the 
uterus, possibly due, as before stated, to a pecu¬ 
liarly high attachment of the fornices, this is 
really congenital. Of course, an elongated and 
chronically inflamed and hypertrophied cervix 
may be similarly shortened, but this is quite 
another matter. 

Sometimes you will have trouble over ulcers 
and eversion of the cervix. Most of these ulcers 
will readily heal up when the uterus is replaced 
and the congestion has gone down. If not, 
careful rest in bed for a fortnight with astringent 
douches, or better, packing the vagina with aseptic 
gauze, will cure them. Sometimes glycerine plugs 
may be used. Touching the surface of the ulcer 
with solid .nitrate of silver, pure phenol, or 
sulphate of copper crystal, is of service. They 
are troublesome things, as the discharge is irritat¬ 
ing, and may be a cause of pruritus. You had 
better cure the ulcer before you use pessaries; 
some ulcers, in fact, are really due to ill-fitting or 
forgotten instruments of this sort. 

In some very rare cases of prolapse there is an 
abdominal tumour, such as an ovarian, which is so 
big that it actually pushes the pelvic floor down, 
and with it the uterus. Removal of the tumour 
in such cases is necessary, of course, before you 
treat the local condition. 


NOTES FROM THE CLINIC 

OF 

DR. HABERSHON, 

At the Hospital for Consumption, Brompton. 


Mitral Stenosis—Influence of Posture on 
the Murmur. 

About seven years ago this patient had rheuma¬ 
tism in the fingers and wrists badly. Has suffered 
from bronchitis for last three months; ill in bed 
for seven weeks. The patient says she never spat 
any blood before the attack of bronchitis. She 
said the blood was pink in colour, slight in amount, 
and happened on many occasions. 

This is a well-marked case of mitral stenosis. 
There is no thrill, but the beat is somewhat slap- 
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ping in character. The apex beat is in the fifth 
space in the middle clavicular line, the area of 
dulness extends upwards as far as the junction of 
the third costal cartilage with the sternum, on the 
right side it extends slightly beyond the normal 
limits. Upon auscultation at the apex nothing is 
heard but a double beat; there is no true murmur, 
but the peculiar character of the sound is very 
suggestive of mitral stenosis. Upon the patient 
lying down the signs are changed; there is a 
marked if not a long presystolic murmur; the 
second sound is very fairly heard at the apex, but 
at the pulmonary orifice the sound is little if 
at all accentuated. This case illustrates in a very 
striking manner the importance of making a 
patient lie down before you can be quite sure 
about the sounds. 

This marked increase of a mitral bruit on lying 
down is probably due to the increased vigour of 
the hearts action ; for on standing the heart does 
not beat so vigorously, but it recovers on lying 
down. It is quite a common thing for a patient in 
the out-patients’ room to have no murmur noticed ; 
but after keeping in bed a murmur may be heard 
coming out loud and strong, as the heart recovers 
from the result of rest, and in such cases the loud¬ 
ness of the murmur is to a certain extent an indi¬ 
cation of the heart’s vigour. There is no doubt 
whatever of the immense influence of posture in 
bringing out very plainly murmurs produced at the 
mitral orifice, and it is very important to make 
your patient lie down before you can be quite 
certain of the nature of a cardiac sound. This 
case might be described as an instance of early 
mitral stenosis. One considers that it is an early 
case, partly on account of the good condition 
of the second aortic sound heard at the apex, and 
the fact that the second pulmonary sound is but 
very slightly accentuated. In all probability there 
is a slight hypertrophy of the left auricle. 

It is also important to remember that haemop¬ 
tysis is a very common symptom of mitral stenosis. 
The question has often been asked “ What are the 
causes of haemoptysis occurring for the first time at 
20 years of age, at 40, and at 60?” At 20 the 
commonest cause of haemoptysis occurring for the 
first time is tubercular disease ot the lungs; the 
commonest cause of haemoptysis occurring at the 
age of 40 for the first time is mitral disease, and 
the commonest at 60 is degenerate vessels. This 


is, of course, a very rough rule, and you will find 
many exceptions. 

When a man of 60 has haemoptysis for the first 
time, it probably indicates that his arterioles are 
more rigid and brittle than usual; and if a sudden 
stress is thrown on any part of his arterial system 
a vessel may give way. With a slight attack of 
bronchitis an increase of circulation is called for 
in his lungs, and if his pulmonary circulation is 
unduly increased in one part a small vessel may 
give way, and haemoptysis result. 

The pulse in this case of mitral stenosis which 
we are now examining is small, and about 90. Her 
normal pulse rate is probably somewhat less than 
90, as allowance must be made for the temporary 
excitement caused by her examination. She comes 
to us chiefly because of her cough and pain, and 
as we have seen she has no particular signs indi¬ 
cating any want of compensation; and though she 
has considerable bronchial catarrh, she has no 
moist sounds at the bases of the lungs, no Avidity, 
and I think we may say no oedema of the ankles. 
I shall order her 

R SpiritCis ammoniae aromatici ... \\[xx 

Sodii bicarbonatis . gr.x 

Infusi gentianae aromatici ad f 5 j 
with a few drops of digitalis owing to the slightly 
increased frequency of the pulse. For her cough 
I shall order her a linctus. 


Diagnosis of Pulmonary Cavity in 
Tuberculosis. 

There is a history here of influenza three years 
ago ; and after influenza, the patient says, blood 
was brought up with the cough, occasiohally mixed 
with phlegm. 

This is a case of phthisis; the physical signs are 
not very well marked. There is a kind of sub- 
resonant note over the right apex down to about 
the second rib. It is somewhat tympanitic, but 
with a character of what is sometimes described as 
the “ boxy ” note. This is specially marked above 
the clavicle. The vocal vibrations are increased 
over the right apex. On listening over the whole 
of the upper part of the right lung, the breathing 
is noted as broncho-cavernous—that is to say, it is 
bronchial in pitch, with very considerable ampli¬ 
tude of vibrations. There is pectoriloquy over 
this area very well marked above the clavicle. 
There are a few crepitations scattered over the 
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upper two-thirds of the right lung, back and 
front. The breathing is slightly hollow behind, 
but not nearly so markedly cavernous as in front. 

The question of interest in this case is whether 
there is a cavity at the extreme right apex. That 
space above the right clavicle is the most difficult 
area in thfe whole chest in which to be quite sure 
of a cavity, because the breathing is so often more 
hollow on the right side, and the laryngeal sounds 
are so very easily conducted to the supraclavicular 
regions in a thin chest. On the other hand, there 
is one guide to diagnosis that is a very great help. 
If rales are present, it is important to note the 
size, and if big and gurgling, and above all, if you 
have that peculiar sound after coughing which is 
known in this hospital as post-tussic suction, these 
two guides are very important additional signs of a 
cavity. In this case there is no post-tussic suction, 
but though the rales are very few, they are of con¬ 
siderable size, and above the clavicle there are 
rales of a gurgling character. So that I should 
say, in spite of the absence of complete dulness, 
in spite of the conduction of the laryngeal sounds 
to the right apex, that there is a cavity of small 
size in that position, and I depend for this diag¬ 
nosis mainly on the very large size of the rales that 
you hear. It is a chronic case, and there is not 
much dulness over the cavity. The probability 
is that this peculiar resonance is produced by some 
compensatory emphysema (the case has been going 
on for three years). The heart is in its right place, 
and there is scarcely any retraction. From the 
resonance, and from the broncho-cavernous re¬ 
spiration, and from the hyper-resonance of the 
lower area of the chest, with the depression of 
liver dulness, in all probability there is a con¬ 
siderable amount of compensatory emphysema in 
the right lung. 

This, then, is a case of rather quiescent disease, 
the rales are chiefly elicited by cough, and there 
are one or two moist sounds of small size at the 
left apex, and the expiration there is rather harsh. 
Another sign of quiescence is the fact that the 
pulse is not very much increased in frequency, and 
there are no severe constitutional signs. 

This case is best treated by improving the 
digestion. The chief symptoms of many of the 
chronic cases, and those which cause most distress, 
are the dyspeptic troubles. I shall order this 
patient extract of malt, because it is better borne 


in these dyspeptic cases than cod-liver oil, a lozenge 
for the cough, and the following mixture, known in 
this hospital as mistura gentianae alkalina:— 

R Sodii bicarbonatis .gr.xv 

Acidi hydrocyanici diluti ... IT|Jij 

Infusi gentianae aromatici ad f gj 

Acute Pulmonary Tuberculosis. 

This is a case for admission into the hospital. 
When she first came there was infiltration with 
slight excavation at the right apex. The heart 
apparently was in the normal position. Her 
symptoms date from August, 1895 ; she has been 
ill therefore for one year and a half. The heart 
has become drawn over to the right side owing to 
the cavity in the right lung. Her acute condition 
at the present time is evidently caused by the 
spread of tubercular infiltration into the whole of 
the upper lobe of the left lung. The apex of the 
left upper and lower lobes are affected particularly. 
She has not attended the hospital for a long time, 
and I was struck with the fact that the heart 
was beating on the right side of the chest, and I 
therefore wanted to determine whether there was a 
pneumothorax or whether there was a contraction 
from a large cavity. It is quite clear that there is 
a cavity, the signs are those of intense cavernous 
or amphoric breathing, impaired resonance over 
the whole of the right side, but very boxy in 
character (subtympanitic) down to the third rib^ 
becoming more boxy on opening the mouth, but 
without a definite cracked-pot sound. The heart’s 
apex is felt beating in the fourth intercostal space 
close to the nipple on the right side; and on 
listening under the right clavicle you will hear 
post-tussic suction and intensely amphoric breath¬ 
ing and large rales after coughing. No bell sound 
is to be obtained. 


Piperazine in Gonorrhoea and PurolentCys- 
titis. —Tison and Attaix have noticed that piper¬ 
azine has a rapid curative action upon acute and 
chronic gonorrhoea as well as upon purulent cys¬ 
titis. It is generally administered in daily doses 
of 10 grains (o’6o gramme), in a little seltzer or 
any other water which is sufficiently gaseous to 
form bubbles. Some physicians have considerably 
augmented this dose, which will, however, be 
found to be sufficient.— Universal Med . Journal . 
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WITH DR. SYDNEY SHORT IN THE OUT* 
PATIENT DEPARTMENT OF THE 
GENERAL HOSPITAL, BIRMINGHAM. 

November 9th, 1896. 

Unusual form of Neuralgia. 

This, gentlemen, is a case of considerable in¬ 
terest. This young man came to see me first in 
September of this year, and gave the following 
account of himself. He said that for a fortnight 
before he first attended he had a tingling in both 
arms and hands, and also in the legs and feet. It 
came on gradually, and he could not assign any 
cause for it. After about a week’s duration the 
tingling in the upper extremities left him ; and in 
the legs it was replaced by numbness, accompanied 
by a feeling of great coldness over the lower part 
of the thighs, around the knees, especially on the 
inner side, and down the shins. This cold feeling 
was not always present, but it occurred every day, 
and often at night also. It was generally worse at 
work, and though never actually painful it harassed 
him considerably, and he often had to stop and to 
rub his legs. This seemed to ease him for a time. 
It was on account of this cold feeling that he 
applied for relief. We examined his legs, and 
found that the skin around his knees certainly 
did feel cold to the hand, but elsewhere the thighs 
and legs felt quite warm. There appeared no 
alteration in his sensation; he could feel the 
lightest touch and locate it accurately; could 
discriminate instantly between heat and cold, and 
his appreciation of pain seemed quite normal. 
There was no pain on pressure over the muscles, 
or over the nerve trunks. The reflexes were 
normal. There was no wasting, and no loss of 
power. He was ordered the Haustus Quininae 
cum-Opio of our pharmacopoeia, and told to keep 
his legs warm, rest them as much as possible, and 
to come again in a fortnight At the end of 
that time he was in much the same condition, 
and he was ordered antipyrin and gelsemium. In 
a week’s time he reported himself as distinctly 
better, and he was told to continue the draught 
When in pain. By October 12th he was so much 
better that he ceased attending. I wrote to him 
to come up to-day, and he says he only has the 


cold feeling occasionally now, and that it comes 
on generally in one leg after he has been in bed 
for a short time. It may affect either leg, but 
seldom both. It does not come on in the day¬ 
time, and he considers himself practically well. 
There are three other cases attending my out¬ 
patients at the present time complaining of this 
symptom, and I have recently seen two cases in 
private. I consider this case one of neuralgia, with 
perhaps mild neuritis. There is no history of sore 
throat preceding his illness which might have 
suggested diphtheria. He does not work in lead, 
and there is no sign of lead poisoning about him. 
I do not think he drinks. 

About four years ago I had a case under my 
care in the Infirmary complaining of precisely the 
same symptom, but much more severely. This 
man used to sit up in bed rubbing his legs, and 
whimper whenever we went round the ward in 
which he was placed. He appeared well in every 
other respect, but I think there was some weakness 
of his legs. Of this we could not be very sure, as 
he seemed to be able to do anything with his legs 
that he wanted to do himself. After careful exa¬ 
mination it was strongly suspected by several men 
who saw him that he was malingering. I tried 
many things without the least effect; and finally 
he was relieved by silver wire setons Inserted 
through the skin near the knee, and he went' out 
apparently very thankful. I thought myself at the 
time that the man, in spite of his suspicious whining 
manner, was really suffering, and I was extremely 
interested to see him again this year, when he 
came in under my care with distinct signs of wasting 
in both legs and marked loss of power, with ex¬ 
aggerated knee-jerks and ankle-clonus on both 
sides. I hope to publish further details of this 
case shortly. I may mention that one of the 
other cases I have just referred to was thought to 
be “putting it on” a good deal by his medical 
man. If it should turn out that this feeling of 
excessive coldness is an early symptom of grave 
nerve lesion, it assumes a very important aspect* 
The case in the Infirmary shows how necessary 
it is not to treat lightly what appears at first sight 
a trivial symptom, simply because we are not very 
sure to what it is due. I have watched several of 


these cases for some time, thinking that locomotor 
ataxia might eventually develop, but up to the 


present there has been no sign of that disease. 
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Chronic Alcoholism and Neuritis. 

This case has been sent to me by Dr. Austin, 
of Balsall Heath. She is a woman about 45 
years of age, and, as you see, has been brought in 
by the porters in a chair because she cannot walk. 
She is tremulous, and glances round her as if 
frightened. She clutches at the friend who has 
come in with her, and says she feels as if she 
would fall off the chair unless holding some one. 
Her dirty tongue, foul breath, and flushed face, 
with dilated venules all over the cheeks and nose, 
are strongly suggestive of alcohol. She cannot 
stand; her legs give way under her, and pressure 
over the muscles of the thighs and calves causes 
her to call out with pain. Pressure over the fore¬ 
arm muscles also gives her pain. The knee-jerks 
are quite unobtainable. Her mental condition is 
very characteristic ; her memory is extremely bad, 
and she can give very little account of herself. 
The friend who has come with her tells me that 
the patient cannot remember what day of the week 
it is, or what time of the day it is. She forgets 
where things are kept in the house. She thinks 
people have been to see her who have not been 
near; and she also has the delusion that she goes 
out shopping, and thinks she has a long walk 
every day, when she cannot get from one room to 
another. If you listen to her heart you will find 
that the sounds are distant. The apex-beat is 
diffused, and the two sounds resemble each other 
in quality, each one being sharp and valvular in 
character. The heart’s action is rapid, being 144 
a minute, and the pulse is extremely weak and 
difficult to count at the wrist. Altogether she 
presents a very typical picture of chronic alcoholism 
and peripheral neuritis. With such a loss of 
memory it is not easy to obtain a trustworthy 
history, and her friend has only been with her 
lately. Her account is that about a fortnight ago 
the patient complained Of tingling and weakness 
in the arms and legs, and that both these have 
been gradually getting worse. The mental aber¬ 
ration has only been noticed by her for the last 
seven or eight days. 'The patient herself says she 
has not been subject to sickness in -the mornings, 
but she may have forgotten ; this morning, at any 
rate, she has been sick, for she has just brought 
up the slimy and frothy mucus which you see in 
this bowl I shall send her up to the wards for 


admission. The prognosis in such a case as this 
is a very bad one. . 

Two Cases of Epilepsy. 

The next two cases that I want to show you 
are cases of epilepsy. 

The first is a strong, healthy-looking man of 
about 30 years of age, who has not the least trace 
of the epileptic facies. He is a nickel-plater and 
bronzer by trade, and says that he uses no lead in 
his work. He had no fits as an infant so far as 
he knows, and he says that he had the first one 
when he was fourteen years of age ; he was 
listening to a medical lecture, and the subject 
made him feel very queer, and he suddenly went 
off into a “ queer turn,” which he could scarcely 
understand or describe. For several days these 
turns recurred, and ever since then, regularly 
about every three weeks, he has a bout of several, 
lasting over a day or two altogether. He feels 
suddenly giddy and “ lost ” for a few seconds, but 
has no twitchings nor convulsive movements. They 
generally come on when he is at work, but he may 
have them at any time. His wife tells him that 
he always goes deathly white for a few seconds, and 
then his colour as rapidly returns. Directly he 
feels the least sensation of giddiness he sits down 
somewhere, so that he says he has never really 
fallen in them. From the account that he gives 
it would appear as if he did not always lose his 
consciousness. Only very occasionally he has one 
of these turns in bed ; it wakes him up with a very 
disagreeable feeling and a sensation of sinking, 
which he says he can scarcely describe ; but 
when it comes over him he feels as if he were 
going to die. He objects to the occurrence of 
these attacks in the night much more than in the 
daytime, on account of the horrible sensation with 
which he wakes. Otherwise his health is good 
and his memory is not impaired. This is a very 
typical case of the petit mat form of epilepsy. When 
I saw hhn in September he had a dirty tongue, 
and was suffering from indigestion and constipa¬ 
tion. I Tegulated his diet and gave him some 
opening pills, and especially advised him to abstain 
from beef and mutton altogether, taking fish, vege¬ 
tables, and eggs as his ptincipal food. Ten grains 
each of the bromides of potassium,, sodium, and 
ammonium were prescribed, with three minims of 
liquor arsenical^. Arsenic undoubtedly has a 
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beneficial effect in preventing the occurrence of 
the bromide rash ; I very rarely see a well-marked 
bromide rash in this department now. He has 
attended regularly since September, and to-day, 
after two months, he feels much better in himself, 
and has had no attacks at all. This is distinctly 
satisfactory, and although it is, of course, much 
too early to form any definite opinion as to the 
probability of the return of the fits, it is sufficiently 
encouraging to make us hope he will obtain great 
relief, if not a cure eventually. Unfortunately so 
many of these cases, when once relieved, dis¬ 
continue attending after some months in spite of 
the warning given them. The fits return, and the 
treatment has to be commenced over again. The 
restriction of the nitrogenous element in the dietary 
I consider an important part of the treatment in 
cases of epilepsy. There can be no doubt that in 
some epileptics the accumulation of uric acid in 
the system tends to determine the occurrence of 
fits; and acting on the suggestion of Dr. Haig, I 
made some observations in this direction on a 
series of cases of epilepsy under my care in the 
infirmary with results that were certainly encourag¬ 
ing. During the time that the patients were on a 
restricted amount of nitrogenous food the average 
daily number of fits was lessened.* 

The second case is that of a woman set. 40, who 
first attended in November of last year, so that 
she has been under observation now for twelve 
months. When first seen she said that she had 
had fits for nine years. When the first one occurred 
she was pregnant, but it did not affect her in this 
respect, and she went her full time as usual. She 
could assign no cause for the fit. They came on 
after this about once a week, gradually becoming 
more frequent, so that at the time she first attended 
she was having four or five a week as a rule. The 
fits were of both kinds, grand and petit mat . They 
usually occurred in the daytime, but she had had 
several at night also. The attacks in this case 
were not associated with the climacteric, for she 
was quite regular, and had had no symptoms of 
an approaching change. Her memory, as is so 
frequently the case in epileptics, was very deficient, 
and she thought it was getting worse. She was 
put upon ten grains each of the three bromides 
with arsenic, and advised to give up butcher's 


* * Brit. Med. Journ.,’ May 18th, 1895. 


meat altogether. During the first four months she 
had only two fits, and felt generally better; her 
memory, however, had not improved. She com¬ 
plained then of constant running from the nose ; 
the dose of the bromides was diminished to seven 
and a half grains each, and it ceased to trouble 
her. For the rest of the time she continued the 
treatment, and has been allowed a small piece of 
meat once or twice a week. It is now twelve 
months since we first saw her, and she reports 
to-day that she has had no fit for seven months. 
Up to September she had occasionally what she 
calls a slight shiver, but no loss of consciousness, 
and this may not really have been connected with 
her epilepsy. For the last three months she has been 
quite free from any attacks, and with the exception 
of her bad memory, for she has not improved much 
in this respect, she feels very well. The treatment 
in her case has been very satisfactory. You will 
see many cases in this department treated in this 
way. In some cases, it must be admitted, it appears 
to make little difference whether they take meat 
or not. On the whole, however, the generality of 
cases of epilepsy seem to be better when their 
nitrogenous food is restricted. What we are now 
aiming at is to find out what cases are so benefited 
by a change in the diet, and how they may be 
differentiated from those that are not. 


THE USE OF HYPNOTISM IN EDUCATION. 

BY 

Lightner Witmer, Ph.D., University of Pennsylvania. 

( Pediatrics, January, 1897.) 


The physician has learned after many unhappy 
experiences to look with suspicion upon such 
remedies as are from time to time proposed as 
universal panaceas. One need only mention the 
“ gold cure M and innumerable other “ sure ” 
remedies for chronic alcoholism that have been 
advanced only to be set aside as ineffective after 
a short period of testing. Hypnotism has been 
advocated as a therapeutic agency, oftentimes as a 
“sure" cure, in the treatment of many mental 
and physical disorders. It has been shown in a 
few cases to be effective ; but the vast majority of 
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cases demonstrate it to be either useless or worse. 
In consequence, many physicians who have tried 
hypnotism in practice, deny to it all therapeutic 
•efficacy. 

In medicine, the life of a panacea is generally 
short, and the harm which it can inflict upon the 
public is a small one, inasmuch as its worthlessness 
can so soon be demonstrated. Unfortunately, 
this is not the case in education, where the con¬ 
nection between cause and effect is difficult to 
demonstrate. The efficacy of pedagogical 
methods can only be shown after such lapse of 
years that the usefulness or harmfulness of the 
particular remedy is often obscured by the opera¬ 
tion of other factors that may work either for or 
against the particular remedy. Thus fads in 
pedagogy frequently last a long time, and often 
pervert a system of education. They are often 
superseded not because their uselessness has been 
demonstrated, but because fashion changes and a 
new fad with as little demonstrable effectiveness 
as the old one takes its place. 

A psychologist and teacher, therefore, cannot 
but regret the recent article in the ‘North 
American Review,’ which tells us with such un¬ 
bounding confidence that hypnotism has come to 
stay and that its investigation and application will 
disclose new uses,—therapeutic, psychic and edu¬ 
cational,—which will place it among the most highly 
prized agents for good in use among intelligent 
well-wishers of humanity. It is to be assumed 
that the author of this article is regarded as an 
authority in his own field of work, that of medi¬ 
cine, and that he is acquainted with therapeutic, 
psychic, and educational experiments that have 
been made with this new agency. Unfortunately, 
therefore, in a popular journal, before an audience 
consisting of the lay public or of teachers, his 
title of Dr. carries with it such weight as to cause 
many readers to accept for fact what is only the 
author’s individual opinion. His attitude must 
necessarily be criticised as that of a medical 
-authority, extending to the professional teacher a 
remedy which he has from careful study and 
investigation demonstrated to his own satisfaction 
to have an effectiveness, as a therapeutic agency 
at least. 

Speaking thus with authority, he should be 
expected to manifest the reserve and scientific 
-discrimination that characterise the efforts of 


careful advocates of new therapeutic or peda¬ 
gogical remedies. Above all else, he should 
clearly separate those cases in which hypnotism 
may be serviceable from those in which it is not. 
Mind cures and faith cures and hypnotic cures 
have a hold upon the layman, because he has 
neither the knowledge nor the insight to deter¬ 
mine the well-marked line of distinction between 
those cases in which the mind may act in a 
remedial way and those in which its influence pro¬ 
duces no beneficial change whatever. It is quite 
true that suggestion may be most helpful in stimu¬ 
lating the weak to stronger effort, in inducing 
those of shaky morality to greater ethical stabi¬ 
lity, and that now and then it may subserve the 
purposes of a remedy in minor physical disorders ; 
but that it is not effective in large classes of cases 
the author must know if he is familiar with re¬ 
ports upon the results of its application. More¬ 
over all persons are not susceptible to hypnotic 
influence. It is therefore dangerous to the wel¬ 
fare of humanity to arouse in those lacking 
mental or moral stability a belief that hope lies 
in but the single agency of h ypnotism. 

A case of this sort is now under pedagogical 
treatment by me. A college student of twenty- 
seven years of age, a stutterer on all occasions 
where public speaking is required, who stutters, 
however, worse at home than she does elsewhere, 
with a morbid self-consciousness which during 
her youth was fostered by the fact that she was 
excessively stout and imagined people were always 
laughing at her two physical infirmities, came to 
me to be hypnotized for her defect of speech. 
She had been hypnotized by a well-known special¬ 
ist before she came to me, and thought it had 
done her some good. She had therefore an un¬ 
bounded confidence in the value of hypnotism. 
At the first sitting she was slightly hypnotized, and 
it was suggested to her that she could read a 
written address publicly, on a following evening, 
without breaking down. Under the influence of 
the suggestion, she did what she had never been 
able to accomplish in her life before. In my 
opinion, however, this effect was only a temporary 
one, and she would inevitably return to the old 
condition. Inasmuch as in ordinary conversation, 
without any hypnotic influence whatever, I could 
encourage her to renewed efforts, and believing, 
as I did, that she needed to develop a confidence 
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in herself, I have insisted upon her taking special 
lessons in articulation from an instructor who is 
trained in teaching the deaf to speak. I believe 
that she will overcome self-consciousness and gain 
new confidence in herself through her conscious 
control over the speech organs, and that this know¬ 
ledge will give her an increasing confidence day 
by day, whereas hypnotism would have been 
effective only for a short time or under renewed 
application. An unusual state of fatigue, or some 
unusual cause for social terror, would have broken 
down the influence of the hypnotizer and destroyed 
the last ray of hope. I found, however, that it 
was dangerous for me to say that hypnotism was 
of less use than persistent training of the speech 
organs, as she believed confidently in the power of 
hypnotism because someone had told her of its 
value, and her first feeling was that I had removed 
the last prop that would save her. Every physician 
who has treated mental cases will know the 
amount of tact that such a situation as this 
demands. 

The susceptibility to hypnotic influence is itself 
a stigma of neuroticism, perhaps of hysteria. 
Those cases in which hypnotism has been effective 
have this in common with mind cures, but they 
are most frequently met with in hysterical subjects 
whose symptoms are indicative of minor mental 
disorder. A judicious advocate of the hypnotic 
treatment would have suggested this as a warning 
to the public and as a helpful thought which would 
keep those on the borderland of hysteria away 
from it, instead of thrusting them over the border 
by suggesting a new sort of hysterical manifestation. 

Nearly every one can be made sleepy by looking 
at a bright object fixedly while some one else 
strokes his brow, pats his hands, or makes mo¬ 
notonous passes in front of his eyes; but very 
few can be hypnotised to such extent that 
they can be cured of immoral habits or of 
insomnia or of stammering. Though the cure 
may be effective in some cases, it is only a 
temporary one, and the subsequent history of the 
case often shows the subject becoming progressively 
worse. Insomnia, for example, may be treated by 
hypnotism, but like any hypnotic potion the more 
the suhject gets the more he needs in order to 
procure the. two hours of sleep per night. When 
the potion is taken from him, he is worse than he 
was before. 


The hypnotised subject ’has his power of self-, 
conscious effort and co-ordination temporarily 
diminished by depending upon an extraneous 
force which must show itself to be stronger than 
himself. Its influence becoming permanent, the 
patient who has been frequently hypnotised will, 
like an hysteric or moral imbecile, exhibit an 
increasing susceptibility to every fleeting idea or 
impulse that may come before his mind. Mental 
tonic is what such persons need, not such mental 
perversion as hypnotism is. They need to have 
suggested to them that they themselves can over¬ 
come their difficulties ; they need to be taught 
methods of self-conquest; they need to be made 
independent of the hypnotiser. If hypnotism be 
judiciously employed it may be one of a number 
of methods helpful in building up psychic control; 
but if it be injudiciously employed, like morphine, 
it may develop habits that will cause the un¬ 
fortunate patient to fall like a broken reed to the 
ground when. the personality of the hypnotiser 
and the continuous prop of his suggestions are 
removed. 


THE YALDE OP AEROTHERAPY IN THE 
TREATMENT OF DISEASE. 

(Therapeutic Gazette, December , 1896.) 


There is no doubt whatever that at the present 
time physicians are inclined to rely too much upon 
medicinal treatment and to ignore the good effects 
which can be induced by outdoor exercise* 
Swedish movements, massage, and climatic change, 
in the treatment of disease. On the other hand, it 
can be. said with truth that in many instances most 
of these remedial measures cannot be resorted to 
because the patient cannot leave his business or 
has not the means which will enable him to seek 
those climates, mineral springs, or other remedial 
agents far from home, which are most indicated by 
his condition. No physician exists in active prac¬ 
tice who does not meet with cases which would be 
benefited by a trip abroad or to the mountains of 
Colorado or the plains of Arizona, and who at the 
same time does not find that his professional 
opinion is hampered by the inability of the patient 
to do as he suggests. 

For this reason it seems important to us that 


Digitized by 


Google 




The Clinical Journal.] 


AEROTHERAPY. 


[Jan. 27,1897. 223 


some of the methods which can be employed at 
home for the improvement of the general health, 
and particularly the health of the thoracic organs, 
should receive more attention. It is true that in 
a few institutions in this country and abroad there 
exist the so-called pneumatic cabinets in which, 
by means of air-pumps, the patient may be exposed 
to compressed or rarefied air, with the result that 
his pulmonary circulation and general health are 
improved; but the expense of these cabinets, the 
difficulty of their manipulation, and a lack of 
knowledge concerning their influences, prevent 
their general employment. We come, therefore, 
to the consideration of the cheaper and more 
readily provided methods which almost every 
physician can employ, even although his client’s 
means be very limited. 

Great improvement may be produced in the 
expansion of the. lungs, in the action of the heart, 
and in the general nutrition, by a simple exercise 
that may be carried out in the most humble home. 
The patient is directed to stand perfectly erect for 
a period of two to five minutes morning and night, 
with shoulder-blades pressed against a wall, and 
then to make, slowly and regularly, deep inspira¬ 
tions and expirations, moving his arms from his 
sides up to a level with his shoulders, or even 
bringing his hands together above his head with 
the arms fully extended. It is necessary to impress 
the patient with the fact that during this procedure 
he must hold himself as erect as possible, and that 
both the expirations and the inspirations should be 
prolonged and absolutely devoid of any jerking 
movement. 

At first it will be found that these deep pul¬ 
monary inflations cause slight vertigo or faintness, 
which is but another evidence of the fact that the 
patient’s thoracic viscera have become unaccus¬ 
tomed to a proper expansion of the chest-walls ; 
and in the course of a few days, or even after the 
first day of treatment, the patient may become 
alarmed by more or less severe pains in his chest* 
which he believes to be an evidence of pulmonary 
disease. As a matter of fact, the pains are but 
due to the unusual, yet very proper, stretching and 
exercise of the muscles of respiration, and while 
they may be disagreeable the patient can be 
assured that they need give him no. alarm, and 
that a persistence in his exercise will do him great 
good. Such an exercise will be found of .great 


value in those persons who, because of their indoor 
occupations, get little exercise and are troubled as 
a result with impaired digestion and poor circula¬ 
tion, a constant tendency to colds which fasten 
upon their respiratory apparatus, or who may even 
go so far as to be very liable to, or actually in¬ 
fected by, the bacillus of tuberculosis. If a 
measurement be taken of the circumference of the 
patient’s chest before this treatment, and another 
one after it has been carried out for a month, the 
physician and the patient will be pleased to note 
the increased respiratory capacity and the general 
improvement in health. 

Another method of pulmonary inflation which is 
useful, not only in the cases we have named, but 
in those in which, following a pneumonia, there is 
an imperfect return to the healthy condition of the 
lung, is the use of two ordinary Wolff bottles joined 
by a piece of tubing in the manner about to be 
described. In other instances it is useful in cases 
in which, after a pleural effusion or empyema, the 
lung does not expand and fill the chest cavity as 
it should. Two wash-bottles partly filled with 
water are joined together by means of rubber 
tubing which is attached to a glass tube reaching 
to the bottom of each bottle. Fastened to the 
rubber tube is a pair of artery-forceps. A little 
piece of paper, divided into a scale showing the 
fractions of an inch, is then pasted upon the side 
of each bottle. By means of another tube con¬ 
nected with the top of a second glass tube in the 
first bottle, the patient blows gently into this bottle 
and thereby forces the liquid from it into the 
second bottle. As soon as he has exhausted the 
air in his chest by this gradual expiration into the 
first bottle, the artery-forceps are closed upon 
the rubber tube, thereby preventing the return of 
the displaced water ; and by means of the scale on 
the side of the bottle a record may be made of the 
quantity of water he has been able to displace by 
one forcible expiration. 

If a daily record is kept, it will usually be 
found at the end of two or three weeks that the 
quantity of water displaced by a single pulmonary 
expiration is greatly increased, and, simultaneously 
with this increase, an examination of the chest will 
reveal not only a better expansion qf the entire 
thorax, but the fact that the air passes more freely 
through the area of the lung, which was partly 
consolidated or thickened ; or, if the case has 
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been one of pleural effusion, that the lung con¬ 
tained in the pleural cavity affected is gradually 
acquiring a normal expansion. 

This method is particularly useful in cases of 
empyema where drainage has been found neces¬ 
sary. These cases often have, in addition to 
liquid in the pleural cavity, a considerable quantity 
of air which must be displaced through the 
drainage opening or be removed through a gradual 
process of absorption—a process which is dis¬ 
tinctly aided by the pulmonary gymnastics just 
described. Here, again, it is of vital importance 
to impress upon the patient the necessity of per¬ 
forming all the movements required in a regular 
and gentle manner, since it is possible by a 
sudden expiratory or inspiratory effort to do 
serious harm to the lung which has been 
weakened through the presence of a pneumonia 
or a pleurisy. In other words, these exercises are 
resorted to with practically the same object in 
view as when Swedish movements are employed 
for the purpose of limbering up a joint which has 
been inflamed as a result of a traumatism or 
disease. Gentle and gradually increasing move¬ 
ments of a stiff knee will often restore to it its 
function \ whereas any sudden, violent wrench of 
the part may do more harm than can ever be 
repaired. So, in a lung, gradual pulmonary 
exercise is of advantage, but any sudden wrench¬ 
ing of the pulmonary air-vesicles or the visceral 
layer of the pleura may be disastrous. 

Doubtless some of the directions which have 
been given in this article will seem of com¬ 
paratively little importance and almost homely in 
their character; but we are convinced from prac¬ 
tical experience that even such readily performed 
modifications of the more complicated forms of 
aerotherapy will bring to the physician and his 
patient results the value of which he has no con¬ 
ception of unless he has given these methods care¬ 
ful and repeated trial. 


REVIEW. 

Diseases of the Rectum. — By William 
Allingham and Herbert W. Alling- 
ham. (Sixth Edition.) London: Bail- 
ltere, Tindal and Cox. 12s. 6 d. 

The sixth edition of this popular work em¬ 
phasises the value of the book as a means of 


ready help to the practitioner in the diagnosis and 
treatment of rectal disease. In the common 
diseases of the rectum the thoroughly practical 
advice to be gained and the clearly explained 
reasons for the choice of different operations 
detailed by the authors are very helpful. 
Throughout the work familiarity with the dis¬ 
eases discussed is very manifest, and, indeed, 
as a record of experience alone the book has 
great value. The usefulness of any book 
cannot fail to be enhanced by clearness in 
diction and simplicity in style. We wish that 
all works of this description were written in the 
same straightforward manner — plain language 
and directness in statement saves the busy prac¬ 
titioner both time and trouble. The rules and 
directions for the diagnosis and treatment of 
the various diseases dealt with supply a real 
assistance for use in difficult cases. What strikes us 
as perhaps the most practically helpful portion 
of the work is contained in Chapter XXIII, 
dealing with cancer of the rectum, its diagnosis 
and its treatment, according to age, according to 
position and extent of growth, and according to 
symptoms. The relative advantages of inguinal 
and lumbar colotomy are lucidly put forward. 
The radical method advised to prevent pro¬ 
lapse after inguinal colotomy may appear to 
some as too drastic, and before its general 
adoption it is probable that more experience 
must be gained. The important subject of the 
treatment of haemorrhoids is amply considered, 
and though palliative treatment is fully set 
forth the value of operation is duly insisted 
upon. The use of the clamp and cautery is 
explained, and the dangers and disadvantages 
explicitly detailed. In regard to Whitehead’s 
operation the authors bluntly assert (p. i6r) that 
it is one of the worst operations for piles, and 
unnecessary in practice. The treatment of 
fistula by cutting out the sinus tissue and 
suturing the wound is spoken of as a very un¬ 
certain method of treatment, and the authors 
say they have of late abandoned it. The book 
is well up to date, especially in the matter of 
treatment. To quote one example only, on 
page 258 will be found an excellent plan for re¬ 
lieving the irritation of pruritus ani. The book is 
well printed, and contains seventy-two illustra¬ 
tions. 
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A CLINICAL LECTURE 

ON THE 

ETIOLOGY AND COURSE OF SERO¬ 
FIBRINOUS AND PURULENT 
PLEURISIES. 

Delivered at the Brompton Hospital, Nov. 25, 1896, by 
J. KINGSTON FOWLER, M.A., M.D., F.R.C.P., 
Physician to the Middlesex Hospital; and to the Hospital 

for Consumption and Diseases of the Chest, Brompton. 

Inflammation of the pleura may occur as a 
primary affection, or it may be secondary to some 
general or local disease. 

The influence of age and sex is not of marked 
importance, as the disease is met with at all periods 
of life, but probably occurs with greater frequency 
between the ages of twenty and thirty years, and is 
certainly then more common in males than females. 

A chill from exposure to cold is very often the 
immediate exciting cause in this as in other diseases, 
but it is difficult to state its exact mode of action. 
Bacteriological research has, however, shown that 
the susceptibility of an animal to disease may be 
influenced by lowering its temperature. 

The constitution and previous health of the 
patient undoubtedly exert a marked effect upon his 
resisting power to a chill as to other injurious 
influences, and are factors of importance in deter¬ 
mining the occurrence of the disease in any given 
case. 

A liability to tuberculosis, particularly of the 
lungs, undoubtedly predisposes to pleurisy. In¬ 
flammation in such cases may be simple, but recent 
research renders it certain that not only in such 
patients, but also in individuals presenting no 
obvious tendency of the kind, an acute pleurisy, 
apparently due to a chill, and occurring in a 
robust and previously healthy subject, is often of 
tubercular origin. 

The nature of such a pleurisy may even be over- 
Vol. IX. No. 15. 


looked on post-mortem examination, from the 
inflammatory exudation masking the presence of 
an acute miliary tuberculosis of the serous mem¬ 
brane. This source of error, however, disappears 
if the observer is aware of the importance in all 
cases of examining the condition of the interlobar 
fissures, the opposed surfaces of which generally 
become agglutinated at an early period of the 
disease. There each granulation remains as 
distinct as when first formed, whereas on the free 
surface of the pleura they may be effectually hidden 
by a thick layer of organised exudation. 

Acute rheumatism, acute and chronic Bright’s 
disease, cirrhosis of the liver, and cancer, are often 
complicated with pleurisy. With the exception of 
the two affections first mentioned, this is not 
uncommonly due to tubercular infection. 

Inflammatory and other diseases of neighbour¬ 
ing viscera, particularly of the lungs, pericardium, 
and mediastinum, are firequendy attended by 
pleurisy, and collections of pus originating else¬ 
where may also infect or perforate the pleura and 
set up inflammation. 

Pleurisy may also originate from injury to the 
chest wall and from a variety of conditions attended 
by the presence of septic or other organisms, as in 
septicaemia and the acute fevers, especially scarlet 
fever and smallpox. 

The bacteriological examination of pleural 
effusions has of late thrown much light upon the 
etiology of the affection, and has led to an attempt 
to classify pleurisies upon the basis of the micro¬ 
organisms which are believed to be the exciting 
cause of the inflammation. It is to this aspect 
of the question that I desire more particularly to 
direct your attention to-day. 

The following varieties have been described: 

1. Pneumococcus pleurisy. 

2. Streptococcus pleurisy. 

3. Saprogenic pleurisy. 

4. Tubercular pleurisy. 

5. Staphylococcus pleurisy. 

Other organisms, such as the bacillus of typhoid 
fever, Friedlanderis capsuled bacillus, and that of 


influenza, are also capable of exciting inflamma- 
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tion of the serous membrane, but cases so brigmat¬ 
ing are of less frequent occurrence. 

I shall in the first place consider the results 
which have so far been obtained from the bacterio¬ 
logical examination of sero-fibrinous exudations, 
and subsequently review the evidence as to the 
micro-organisms present in purulent effusions. 

Bacteriology of Serofibrinous Pleurisies .—It is 
generally agreed that in order to form a reliable 
opinion as to the nature of a pleural effusion it is 
necessary to know— 

(a) The naked-eye appearances. 

(b) The results of microscopical examination. 

(c) The effects of inoculation. 

It may be stated at the outset that in the 
majority of cases of sero-fibrinous pleurisy during 
life no micro-organisms can be found in the 
effusion, and no results are obtained either from 
cultures or inoculations. 

The subject which has received most attention 
is the rdle of the bacillus of tubercle as the 
causative agent in acute pleurisy with an exuda¬ 
tion of this character, affecting individuals pre¬ 
viously in good health, and often apparently of 
robust physique and free from hereditary tendency 
to tuberculosis. 

Kelsch and Vaillard* examined sixteen fatal 
cases of pleurisy, in the majority of which the 
effusion was sero-fibrinous. The subjects were 
mostly soldiers, in vigorous health before the onset 
of the illness, which was generally attributed to a 
chill, and presented all the clinical characters of an 
acute pleurisy. Death occurred during the course 
of apparent convalescence. In all the cases there 
were miliary granulations on the pleura, whilst 
the lungs were generally free from infiltration, or 
presented a few recent lesions. The same paper 
contains an analysis of 113 cases of acute pleurisy, 
of which nearly 82 per cent, proved to be tuber¬ 
cular. The conclusion of the authors is that 
“ ordinary pleurisy is only a manifestation of 
local tuberculosis.” Cases in which the disease 
is obviously secondary to the specific fevers, or to 
pneumonia, or appears in the course of acute 
rheumatism or as a complication of Bright’s dis¬ 
ease, are excluded from the above very general 
statement. 


* ' Ar-chiv de Physiol.,’ 1886, t. ii, p. 162, quoted by 
Straus, ' La Tuberculose et son Bacille,’ Paris, 1895, 
p. 704. 


Lemoine * attempted to obtain cultures in thirty- 
two cases of acute pleurisy with sero-fibrinous 
exudation. All the patients were soldiers, and the 
majority were men previously presenting all the 
appearances of health, and without hereditary 
tendency to tubercular disease. Positive results 
followed in only four cases; in all, the growth was 
a pure cultivation of Staphylococcus albus. 

Of the twenty-eight remaining cases, in one the 
pleurisy was associated with pulmonary tuberculosis, 
and in fifteen it was followed by that disease. 
Seven patients left the hospital with suspicious 
physical signs at the apices of the lungs, and five 
were apparently cured. 

Netter t practised inoculation with fluid taken 
from twenty cases of acute pleurisy occurring in 
healthy subjects in which the attack was attributed 
to a chill and was followed by recovery. In eight 
cases tuberculosis developed in the animal inocu¬ 
lated, whereas in nine cases of acute pleurisy oc¬ 
curring as a complication of acute Bright’s disease, 
cancer, and acute rheumatism, no result was ob¬ 
tained from inoculation. 

Landouzy.J whilst not denying the possibility of 
acute pleurisy arising from a chill, considers such 
an event extremely exceptional. He believes that 
70 to 75 per cent, of all such cases are of tuber¬ 
cular origin. 

German See § is also of opinion that “ so-called 
simple pleurisy from a chill is only a tuberculous 
pleurisy, the nature of which has been misunder¬ 
stood.” He also believes it to be of that nature 
in the same proportion of cases. 

Chauffard and Gombault || inoculated twenty 
guinea-pigs with fluid (3 c.c.) withdrawn by para¬ 
centesis from the same number of cases of acute 
pleurisy, and in ten tuberculosis developed, al¬ 
though tubercle bacilli were not found in the fluid 
in a single case. 

Straus H is of opinion that had larger quantities 
of fluid been used, the negative results would have 
been fewer. 

Thue,** of Christiania, examined microscopi¬ 
cally and attempted to obtain cultures in 30 cases 

* ' Bullet, des H6p.,’ 1895, p. 256. 

f ‘ Bullet, des H6p.,’ 1891, p. 176. 

X ‘ Rev. de Med.,’ 1886, p. 611. 

$ * Des Malad. Simples du Poumon.’ 

|| ‘ Bullet, des Soc. M£d..’ Paris, 1886, pp. 441 and 518 
Des H6p. de Paris,’ 1884, p. 309. 

H Op. cit., 1895, p. 705. 

** Vide 1 Bullet, des H&p.,’ 1895, p. 439. 
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of sero-fibrinous pleurisy. In 20 the results were 
negative ; the 10 positive results were as follows : 


Cases. 

Bacillus tuberculosis ... ... 1 

Streptococcus ... ... ... 1 

Cocci of doubtful nature ... ... 2 

Staphylococcus aureus and albus ... 1 

S. albus alone ... . 3 

S. albus followed by tuberculosis on 
inoculation... ... ... ... 1 

Micrococcus cereus ... ... ... 1 


10 

In three cases pneumococci were found, but 
in all the effusion became purulent. 

In 33 cases of sero-fibrinous pleurisy, in which 
the subsequent state of health of the patient was 
ascertained, tuberculosis was found to have de¬ 
veloped in twenty. 

Fernet* obtained the following results from the 


due to chill, as three of the cases of pneumococcal 
pleurisy were probably secondary to pneumonia. 
He also obtained positive results in a larger pro¬ 
portion of cases than most other observers. 

Dr. Washbourn * has drawn attention to the 
fact that in acute pleurisy caused by the pneumo¬ 
coccus the constitutional symptoms may resemble 
those of pneumonia, viz. a sudden onset with 
rigor, labial herpes, high fever, cough, rapid 
breathing, and delirium. In the three cases 
described the effusion was purulent and contained 
the pneumococcus. 

Similar cases were mentioned by Dr. Hale 
White in the discussion which followed the reading 
of Dr. Washbourn’s paper. 

I am indebted to Dr. Sidney Martin for the 
following account of seven cases of acute pleurisy 
with fever, in which the effusion was tested by 
bacteriological methods: 


Nature of Fluid. 


Bacteria found. 


Toxicity of Fluid in 
Rabbits. 


Case 1 ... 

Case 2 ... 

Case 3 ... 

Case 4... 

Case 5 ... 

Case 6... 
Case 7 ... 


... Yellowish : clots after re¬ 
moval 

... Slightly turbid : does not 
clot 

... Clear : clots after removal .. 

... Clear: clots feebly 

... Clear : clots slowly but 
firmly 

... Clear: does not clot ... 

... Clear: clots imperfectly 


Not examined for bacteria .. 
Pure growth of streptococcus 


No bacteria (agar, broth, 
gelatine) 

Pure growth of cocci, chiefly 
diplococci 

No growth (agar) . 

No growth (agar) 

Pure growth of staphylococci 
(same cocci in sputum of 
patient) 


Intra-venous injection was 
followed by a slight rise 
of temperature. 

Intra-peritoneal injection fol¬ 
lowed by high fever and 
death. Pure growth of 
streptococcus obtained 
from dead animals. 

No evident toxicity of fluid. 

No evident toxicity from one 
intra-peritoneal injection. 


Intra-peritoneal injection of 
15 c.c. caused fever. 


bacteriological examination of the effusion in 20 


cases of acute pleurisy : Cases. 

Pneumococcus ... ... ... 4 

Staphylococcus ... ... ... 6 

Eberth’s typhoid bacillus ... ... 1 

Bacillus tuberculosis ... ... 3 

No result ... ... ... ••• 6 


20 

The cases recorded by this observer are not all, 
however, such as would be termed idiopathic, or i 
* ‘ Bullet, des H6p.,’ 1895, p. 145. 


All the cases ended in recovery except Case 2, 
which was rapidly fatal; the fluid became 
purulent, and peritonitis supervened. 

Osier t examined the post-mortem records of the 
Johns Hopkins Hospital in order to determine the 
proportion of cases of pleurisy of tubercular origin, 
with the result that in 101 successive cases, from 
his own wards, only thirty-two were found to be of 
that nature. 

* ‘ Med.-Chir. Trans.,’ 1894. 

f Shattuck Lecture op, “Tuberculous Pleurisy,” 1893. 
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This is in marked contrast with the statements 
of the French observers already quoted, from 
which the percentage would appear to be from 
70 to 75. 

Evidence of this kind as to the general in¬ 
cidence of tuberculous pleurisy is, as Osier points 
out, of greater value than mere clinical impressions. 
But in this, as in other cases, it must be accepted 
with the proviso that the post-mortem reports 
must contain a positive statement as to the absence 
of the condition. An analysis of such records, 
with a view to determine the incidence of a lesion 
which was not specially looked for at the time, is, 
in my experience, rarely trustworthy. Hardly a 
single note of some condition may appear up to 
a certain date, whereas subsequent investigation 
may prove it to be of common occurrence. It 
has so often happened to me to demonstrate the 
unsuspected tubercular nature of a pleurisy by an 
examination of the interlobar septa, that I have 
come to mistrust all records from which mention 
of their condition is omitted. 


Fiedler* found in 92 cases of acute pleurisy, in 
which the effusion was proved by aspiration to be 
sero fibrinous, that at the end of two years 28 
were dead from pulmonary tuberculosis, whilst of 
the remainder only 21 appeared to be healthy. 
The others either had tubercular disease of the 
lungs, or presented physical signs suggestive of its 
presence. 

Barrsf examined into the subsequent history of 
62 cases of acute pleurisy observed during the 
years 1880-84, at the Leeds Infirmary. Six years 
later 22 of these patients were found to have died 
of tuberculosis. 

RichochonJ ascertained the subsequent history 
of 33 cases of acute pleurisy, and found that 14 
had died of tuberculosis; whilst in 7, either before 
or after the attack, there had been some manifes¬ 
tation of that disease. 

Bowditch (jun.),§ from a similar inquiry amongst 
the patients suffering from pleurisy seen by his 
father in private practice during thirty years 
(1849-79), obtained the following results : 



Cases. 

Dead from 1 
Pulmonary ! 

Dead from 
some other 

1 

Doubtful. 

Alive and 
Healthy. 



Tuberculosis. | 

Disease. 


1849-59 ... 

l 

30 

| 1 

12 

5 

2 

1 

1 " 

1860-69 

>9 ! 

! 9 

3 

— 

7 

1870-79 ... 

41 

1 

9 

6 

1 Suffering from 
tuberculosis 

i 2 5 

1 

1 1 


Percentage 
of Tubercu¬ 
lous Cases. 


43 3 

47 

24 


The smaller number of tuberculous cases in the last decennial period may be due to the shorter time which 
had elapsed since the attack of pleurisy. 


Grancher * states that in cases of acute pleurisy 
with sero-fibrinous effusion a tubercular origin 
may be suspected from the presence of certain 
physical signs pointing to previous disease of 
the apex of the lung of the affected side. A 
skodaic note on percussion, with increase of 
vocal fremitus, is found as in non-tubercular 
cases with considerable effusion; but in addition 
the breath-sounds are feeble, but at the same 
time harsh in quality, or simply harsh. 

The inference that a large number of cases of 
acute pleurisy, apparently idiopathic or due to a 
chill, are really of tubercular origin, is still further 
strengthened by an examination of the subsequent 
history of the patients. 

• * Malad. de l’App. Respir.,’ Paris, 1890, p. 292. 


The following conclusions appear to be justified 
by the evidence adduced : 

1. That in a very large proportion of cases of 
acute pleurisy with sero-fibrinous exudation, no 
results are obtained from the bacteriological 
examination of the exudation. 

2. Tubercle bacilli may not be found in cases 
which are undoubtedly of that nature, and, as a 
rule, they are only present in the coagulated 
portion of a sero-fibrinous effusion. 

3. The inoculation of fluid from a case of 
tubercular pleurisy into susceptible animals may 
not be followed by tuberculosis. 


Volkmann’s ' Sammlung klin. VortrAge/ 1882. 
‘ Brit. Med. Journ.,’ 1890, vol. i, p. 1059. 

‘ Etud. Exp^r.,’ Verneuil, 1887, t. 2, p. 573. 

1 Med. News,' 1889, vol. iv, p. 63. 
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4. That, nevertheless, the bacillus of tubercle is 
the causative agent in a very large proportion of 
eases of sero-fibrinous pleurisy, and that this is 
true when the attack is apparently simple, idio* 
pathic, and attributed to a chill. 

5. That when no bacteriological examination 
has been made, or when no organisms have been 
discovered, prolonged observation proves that in 
many cases pulmonary tuberculosis subsequently 
develops. 

6. That by the use of bacteriological methods 
of diagnosis it is possible in some cases to deter¬ 
mine the nature of a sero-fibrinous effusion. 

The percentage of tubercular cases (70—75) 
given by the French observers above quoted may 
be too high, but I have long been convinced that 
tubercle plays a more important part in the causa¬ 
tion of pleurisy than is generally believed; and 
Osier states,* “I confess that the more carefully I 
have studied the question the larger does the pro¬ 
portion appear to be of primary pleurisies of 
tuberculous origin ” 

The appearance of pulmonary tuberculosis after 
an attack of pleurisy does not, of course, prove 
that the pleurisy was tubercular; but its occurrence 
in such a large number of cases is presumptive 
evidence which cannot be ignored. 

By some observers, however, the fact is denied. 

Osier states that 11 the subsequent history of 
cases of acute pleurisy forces us to conclude that 
in at least two-thirds of the cases of tubercular 
pleurisy it is a curable affection.”! 

It must also be borne in mind that the course of 
tuberculosis of the serous membranes is far more 
favourable than when the disease attacks the lungs 
and other organs. Of this the clinical history of 
tubercular peritonitis affords a striking example. 
The inference that in many cases of tubercular 
pleurisy the disease is arrested at the time and 
never reappears is therefore justified, and is sup¬ 
ported by pathological experience* 

Bacteriology df Purulent Pleurisies .—The nature 
Of the microorganism which i6 the exciting cause 
Of the inflammation can be determined in a much 
larger proportion of cases of pleurisy with purulent 
than with sero-fibrinous effusion. 

Those most commonly present are the pneumo¬ 


coccus, staphylococcus, the streptococcus albus, 
saprogenic organisms, and the bacillus of tubercle. 
FriedlandePs capsule bacillus, the typhoid bacillus, 
and that of influenza, and certain others are also 
capable of producing a purulent effusion. 

Usually one variety only is present, but two or 
more may be associated, e . g . pneumococci with 
streptococci or staphylococci, or the tubercle 
bacillus with staphylococci, Btreptococci, or with 
various organisms of putrefaction. 

A purulent effusion may be so from the begin¬ 
ning, or it may be primarily sero-fibrinous, or 
serous, and may acquire the purulent character at a 
later period. 

Netter* found the Staphylococcus pyogenes 
alone in but a single case of purulent pleurisy, 
and this was secondary to ulcerative endocarditis. 
He is of opinion that when it is discovered in 
such effusions it is not the cause of the inflamma¬ 
tion, which is due to the associated organisms, 
e. g. streptococci, pneumococci, or saprogenic 
bacteria; also that if only staphylococci are 
readily found the case is probably tubercular, 
more time being required to determine the pre¬ 
sence of tubercle bacilli than of the other organ¬ 
isms mentioned. 

A. Fraenkel states that when no micro-organisms 
are found in a purulent effusion the presumption 
is strongly in favour of the case being tubercular, 
and suggests that the virus may be present in the 
form of spores. 

Positive results may be obtained from inocula¬ 
tion when tubercle bacilli are not found on micro¬ 
scopical examination. Thus Netter produced tuber¬ 
culosis in guinea-pigs in twelve out of thirteen 
cases of tubercular empyemata; and Straus,! to 
whose work I am indebted for many of the 
references here given, obtained similar results in 
six cases. He points out that by boiling and 
renewing the staining fluid (Ziehl’s) several times, 
the presence of tubercle bacilli in purulent effusions 
may be more certainly determined. 

Ehrlich states that since 1888 he has never 
failed to find bacilli in tubercular empyemata, but 
they are often present in very small numbers, and 
prolonged search may be necessary. 

Thue,J as the result of a bacteriological exami- 


* ‘ The Principlesand Practice of Medicine/ 2nd edition, 
i 895 , P- 503 - 
f Op. dt., p. 543. 


* ‘ Bullet, des H6p./ 1890, p. 441. 
f Op. cit., p. 716. 
j 1 Bullet des HAp./ 1895, p. 439. 
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nation of the effusion in twenty-four cases of 
purulent pleurisy, found— 

Pneumococcus . in 14 cases. 

Streptococcus . „ 5 „ 

Tubercle bacillus. „ 3 „ 

The pneumococcol cases were chiefly observed 
during epidemics of influenza. Twelve out of the 
fourteen recovered; in one case death was due 
to mitral regurgitation with cardiac failure; in the 
other to pneumonia. 

Netter,* from the examination of 109 cases 
(apparently no, vide infra) of purulent pleurisy, 
obtained the following results : 


Streptococcus 

... 51 

cases. 

Pneumococcus 

... 32 

>* 

Saprogenic bacteria ... 

... 15 

>» 

Tubercle bacillus 

12 

» 


110 



The incidence in children and adults was as 
follows : 


• ature of Micro-organism. 

Percentage. 

Children. 

Adults. 

Streptococcus 

178 

53 

Streptococcus and pneumococcus 

36 

2‘5 

Pneumococcus 

53'6 

*7*3 

Staphylococcus 


1*2 

Tubercle bacillus and others 

143 

_ 

Organisms of putrefaction 

107 

8 

Tubercular and organisms of 
putrefaction 


25 ’ 


It will be seen from the above results, which are 
in accord with those of other observers, that the 
percentage of tubercular cases is much smaller in 
purulent than in sero-fibrinous pleurisies; also that 
in children more than half the cases of empyema 
are due to pneumococcol infection, whilst in adults 
in exactly the same proportion they are of strepto- 
coccol origin. 

This account of the etiology of pleurisies may 
usefully be supplemented by a short description of 
the clinical characters which the disease acquires 
from the presence of the various micro-organisms 
mentioned. For the following description I am 
partly indebted to the observations of Straus, 
Fernet, and Lemoine. 

* ‘ Bullet, des H6p.,’ 1889, p. 441. 


Pneumococcus Pleurisy (sero-fibrinous and puru¬ 
lent). 

Etiology .—The affection of the pleura may b$ 
primary, but is more often secondary to pneumonia 
of a severe type, occasionally also to broncho¬ 
pneumonia and otitis. It may coincide with the 
onset of pneumonia, or may appear during its 
course; more often it occurs at the termination of 
the lung affection, sometimes several weeks later 
(Straus). Empyemata in children are generally of 
this nature. 

Symptoms and Course .—The mode of onset and 
the symptoms may exactly resemble those of 
pneumonia (Washbourn, Fernet). There may be 
a single severe rigor, high fever (temp. 102 — 
104° F.), quick pulse (120—140), severe pain in 
the side, cough, short and dry, or with slight viscid 
or blood-stained expectoration. Labial herpes may 
be present. A crisis may occur about the seventh 
day, but relief is less complete than in pneumonia, 
as the dyspnoea persists. Straus, however, states 
the pyrexia is generally moderate, and may be 
absent in purulent pleurisy of this nature. 

Character of the Exudation . — Sero-fibrinous 
effusions may be abundant or moderate in 
amount, yellow or greenish in colour, very 
fibrinous, and forming after withdrawal a large 
clot. 

Purulent effusions are thick, greenish, creamy, 
not clotted. On standing the fluid does not 
readily separate into plasma and serum, but a thin 
layer of transparent or greenish serum appears 
upon the surface (Netter). 

The exudation may at the beginning be sero- 
purulent in purulent cases. Soft false membranes 
easily detachable may line the two layers of the 
pleura; often they float in the fluid, but appear to 
be easily re-absorbed. The exudation is often 
partitioned off and encysted (Straus). 

Prognosis. — In the sero-fibrinous effusion the 
duration may vary from some days to two or three 
weeks, rarely longer (Fernet). In purulent cases 
the prognosis is more favorable than with any 
other micro-organisms. The usual period is from 
some weeks to two months (Straus). The affec¬ 
tion rarely becomes chronic. A sero-fibrinous 
exudation may be completely re-absorbed, and 
this may also occur, but more rarely, after it has 
become purulent. If paracentesis is performed 
after the fifteenth day, the effusion rarely re- 
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accumulates. The mortality is only from 10 to 15 
per cent., in contrast with 25 per cent, in the 
other varieties. Convalescence; may be hindered, 
and the prognosis rendered less favorable if 
streptococcus infection subsequently occurs. 

Treatment .—Simple puncture, even with puru¬ 
lent effusion* is often followed by recovery. 

Empyemata of this nature, if left alone, often 
terminate by spontaneous evacuation. 

Purulent Streptococcus Pleurisy . 

Etiology. —This is the most common variety of 
purulent pleurisy in adults. It may be primary, 
but is more often secondary, to pneumonia,* 
septic broncho-pneumonia, influenza, scarlet fever, 
throat affections, puerperal fever, and a variety of 
other diseases. 

Symptoms. —The mode of onset may be acute, 
with severe pain, or it may be insidious. Pyrexia 
is often extreme and the temperature presents 
marked irregularity; but in some cases there is 
only a moderate degree of fever. Rigors may 
occur repeatedly. 

Streptococcol infection may be the cause of 
purulent pleurisy following pneumothorax, due 
to the perforation of the pleura by a softening 
tubercular mass in the lung. A case of this 
kind has recently been under my care in the 
Middlesex Hospital. 

Character of the Effusion .—The effusion may be 
at first serous, then sero-purulent, and finally 
purulent. It is usually moderate in quantity, 
yellowish in colour, and not very thick. It 
separates, on standing, into two layers, of which 
the upper is clear and abundant. Shreds of false 
membranes may be present in the effusion. 

Prognosis. — The fluid reaccumulates rapidly 
after puncture. It is rarely discharged through 
the bronchi, and is not often reabsorbed. The 
illness is usuallyof prolonged duration, from four 
to five months on the average. * Relapses are of 
frequent occurrence, and the mortality is high (25 ] 
per cent., Straus). 

Treatment .—Aspiration is useless. The ordinary t 
operation for empyema should be performed. 

Purulent Tubercular Pleurisies. —The clinical 
characters of the various forms of tubercular , 
pleurisy is too extensive a subject to allow of 
detailed consideration here* I would refer those 
who are interested in it to the Shattuck Lecture 
by Osier, where it is most ably treated. 


Etiology. —The attack may be preceded or not 
by pulmonary tuberculosis; but in the latter 
event there is generally tubercular disease of the 
bronchial glands. A purulent pleurisy in a tuber¬ 
cular subject is not necessarily tubercular, as it 
may be either of streptococcol or pneumococcol 
origin. 

Morbid Anatomy .—The effusion is generally at 
first sero-fibrinous, and subsequently becomes 
purulent. The lesions may be older and more 
marked on the parietal than on the visceral layer, 
showing that the infection is not necessarily from 
the lung (Grancher). The pleura is often much 
thickened, and forms a fibrous shell encysting the 
exudation. The internal surface may be smooth 
or excavated by deep ulcers. The lung may be 
completely collapsed and lying by the side of the 
spine. Tubercular lesions of the lungs may be 
absent; if present, as is generally the case when 
death occurs, they are usually less advanced and of 
a less active type than in the lung of the opposite 
side. Purulent tubercular pleurisies rarely dis¬ 
charge through the bronchi or by perforation of 
the thoracic walls. 

Symptoms and Course. —The onset and course 
may be acute or subacute, or the latter may be 
chronic. The duration is often very prolonged, 
and the general health may be fairly maintained 
in spite of the presence of a considerable effusion, 
fever and other symptoms ordinarily present in 
empyema being absent. 

Treatment.—\i the ordinary operation for 
empyema is performed, owing to the greater 
rigidity of the chest walls, resulting from the 
tubercular infiltration and to the complete collapse 
of the lung, the cavity rarely closes. After aspira¬ 
tion the fluid is usually slowly but constantly 
reproduced. Unless there is urgent necessity it 
is, as a rule, better not to interfere. 

Putrid Pleurisy. —Effusions of this nature are 
invariably purulent. Streptococcus and staphylo¬ 
coccus miy be found, but the putrescence is chiefly 
due to action of saprogenic organisms, some of 
which are similar to those found in the buccal 
cavity (leptothrix; &c.) (Netter). Gangrene of the 
lung is often present^ in such cases, or the pleura 
may' be infected by septic accumulations originat¬ 
ing in neighbouring viscera. 

Staphylococcus Pleurisy. —The characters of the 
disease when originating'from an infection by the 
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Staphylococcus pyogenes are given by Fernet,* 
but owing to the frequency with which this 
organism is associated with others, and especially 
with the bacillus of tubercle, it is, as already 
stated, very doubtful, at least in purulent pleurisies, 
whether it should be regarded as the causative 
agent. 

A practical question for consideration is, Are 
the results obtained from the bacteriological 
examination of pleural effusions of sufficient 
importance in their bearing upon the prognosis or 
treatment of the disease to render such an 
examination necessary in all cases ? 

It is generally admitted to be impossible to be 
certain as to the nature of an effusion without 
seeing some of it, but this fact has not hitherto led 
all physicians to regard it as necessary to puncture 
the chest in every case of pleurisy. I confess to 
having been strongly opposed to the use, as a 
matter of routine, of an exploring syringe, chiefly 
because I have frequently seen its employment for 
purposes of diagnosis lead to an entirely wrong 
conclusion, no flu r d being obtained when subse¬ 
quent events clearly proved it to have been present 
at the time. When puncture is necessary in order 
to clear up the diagnosis I prefer to use an aspirator 
and a needle of such a size that any fluid likely to 
be met with will probably flow through it. 

If in all, or even in the majority of cases of sero¬ 
fibrinous effusion it were possible to determine 
the nature of the causative agent by an examination 
of the fluid, one’s opinion might be different; but 
it is clear that it is not so, and notwithstanding my 
complete acceptance of the results obtained from 
bacteriological investigation, I still incline to the 
view that so long as there is a fair prospect of 
absorption taking place it is generally better in the 
interest of the patient to leave the effusion alone. 
If, however, paracentesis is rendered necessary, a 
complete bacteriological examination of the fluid 
should certainly be made. 

It is obvious that in a far larger proportion of 
cases than some have been disposed to consider 
probable, an acute pleurisy, appareptlf due to a 
chill or coming on without obvious caused and 
followed \>y recovery wifh absorption of the effu¬ 
sion, is really the primary manifestation of tuber¬ 
cular infection, and suen a conclusion should be 

* ‘ Bullet, des HAp.,’ 1895, p. 153. 


accepted, and our advice should be in accordance 
with it. 

When engaged in making autopsies I was in the 
habit of pointing out that in every case of acute 
peritonitis in an adult it is possible, post-mortem, 
to determine the cause of the inflammation, but I 
can recall one case in a child in which this was 
not discovered. Since that time general experience 
gained from operations on the abdomen has con¬ 
firmed the truth of that view, and it may be 
anticipated that a similar opinion will eventually 
be held with regard to the other serous mem¬ 
branes, and that “ idiopathic 99 pleurisy will follow 
“ latent ” peritonitis into obscurity. 

If it should be necessary for purposes of 
diagnosis to obtain some of the fluid for bacterio¬ 
logical examination, all the precautions usually 
adopted in a surgical operation to avoid septic 
infection are absolutely necessary. 

Dr. Sidney Martin suggests the following pro¬ 
cedure :—The skin should be first washed carefully 
with soap and water, and then with a 1 in 20 solution 
of carbolic acid. The hands of the operator should 
be cleansed in the same way, and the syringe and 
the needle should be boiled for fifteen minutes in 
water, without any antiseptic. If these precau¬ 
tions are observed there is no fear that any change 
which may subsequently take place in the pleural 
fluid has been due to the puncture. As soon as 
removed, the fluid should be placed in sterilised 
tubes, or several drops—but not the first few— 
may be squirted on to the surface of the cultivat¬ 
ing medium in the culture tube. 

With regard, however, to purulent effusions, the 
case is different The presence of streptococci, 
pneumococci, and putrefactive organisms can be 
readily determined, and of tubercle bacilli with 
far less difficulty than in cases of sero-fibrinous 
exudations, and the results of a bacteriological 
examination may exercise an important influence 
upon the prognosis and treatment of the case. 

The usual practice is to perform the ordinary 
operation for empyema immediately the effusion 
is found to be purulent. 

This must, in cases of urgency, still remain 
the rule ; but where no harm is likely to 
follow a delay of a day or two, I think 
that as much of the fluid as possible should 
be withdrawn by the aspirator, and that a bac¬ 
teriological examination should then be made. 
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If the pleurisy is proved to be dire to the 
presence of the pneumococcus, the case should 
be watched for a time to observe if the fluid 
re-accumulates. In such an event it may be 
necessary to operate by resection of a portion of 
a rib and drainage, but it should be borne in 
mind that recovery may follow after repeated 
aspiration, particularly in children. 

If streptococci or putrefactive organisms are 
found the prognosis is far more grave, and the 
ordinary operation for empyema should be per¬ 
formed at once. In the latter case there is no 
necessity to wait for a bacteriological examination, 
as the presence of the organisms may be inferred 
from the odour of the fluid. If no organisms 
are discovered, or only staphylococci, the case 
is probably tubercular. The same is true when 
tubercle bacilli are present alone, or in association 
with staphylococci; but if streptococci are found, 
those organisms are probably the chief exciting 
cause of the inflammation. 

The view that no haste is desirable in dealing 
with chronic empyemata in tuberculous subjects 
originates from thp observation of the unfavorable 
course, after operation, of cases of pyo-pneumo- 
thorax in such patients. Even in these cases it 
is now considered advisable by some physicians 
to have recourse to active surgical treatment; the 
pleurisy which follows pneumothorax in a case of 
pulmonary tuberculosis is, however, not necessarily 
tubercular. 

Acute purulent tuberculous pleurisy is an exceed¬ 
ingly rare condition, of which only one example has 
come under my notice; in that case a fatal result 
followed quickly upon operation. 

In the 101 autopsies analysed by Osier, in 
which pleurisy of one form or another was present, 
not a single case of the kind was observed. 

The presence of a large quantity of pus in a 
tubercular empyema is quite compatible with the , 
enjoyment of fair health, and life may be pro¬ 
longed for years. If it becomes necessary to 
remove some of the fluid, repeated puncture 
appears to give better results than the ordinary 
operation for empyema, as the cavity rarely closes, 
and death ensues from amyloid disease or 
exhaustion. 


CASES DEMONSTRATED AT THE 
CLINICAL MUSEUM. 

BY 

JONATHAN HUTCHINSON, LL.D., F.R.S. 

(Reported by J. T. Conner, M.D.) 


Psoriasis confined to the Nails. 

The patient was a man set. 22, whose finger¬ 
nails became affected nine months ago. They 
were bright, hard, and glossy. But they were 
loosened from the nail-bed, so that a quill could 
be easily passed under for some distance. Under¬ 
neath was an accumulation of dry epidermis. 
The lunulse were sound and their matrices quite 
healthy. The toe-nails were also somewhat affected, 
The case was an example of psoriasis of the nails 
in its most typical form, in which the surface of 
the nail and the lunulae remained normal, and the 
nail simply became loosened from its bed, an¬ 
teriorly at its comers, and then gradually back¬ 
wards. There was no trace of psoriasis on any 
part of the skin. But the patient's father suffered 
from psoriasis. Psoriasis was not a very 
hereditary disease; but if in a family, generally 
one at least of eacn generation suffered from it. 
The patient's nails grew very slowly, and did 
not often need cutting. It was the rule that in 
proportion as the nail was loosened the growth at 
its end was slow. 


Leucoderma with Senile Freckling. 


The patient was a colonel set. 63. The con¬ 
dition of his face was very remarkable. On the 
cheeks were darkly pigmented patches, arranged 
in the bat's wing form, as in lupus erythematosus, 
and extending downwards on the neck. A large 
patch was situated on each lower eyelid. Adjacent 
to the pigmented spots were abnormally white 
areas, as if the pigment was spreading at the edge 
and leaving a colourless area behind it. On the 
eyelids and bridge of nose this looked like scar, 
the skin not being perfectly normal but a little 
tight. From early childhood he had an irritable 
skin, which did not either brown or freckle. But 
he had a daughter covered with freckles. He 
said that the condition occurred suddenly in 
India, arid that one night when his skin was red it 
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became suddenly white. Mr. Hutchinson doubted 
the correctness of this. He believed the pig¬ 
mentation had preceded the bleaching. Senile 
freckles differed from puerile in the tendency to 
spread at their edges. They were often intro¬ 
ductory to cancer. There was a class of which 
he had lately observed several cases, in which the 
prolabia, gums, and mucous membrane of the 
cheeks became pigmented in patches. In a case 
of Mr. Willett’s a sarcoma was developed under a 
patch on the gum. Curiously this was not a 
pigmented sarcoma. 

Leucoderma strictly Unilateral in a 
Negro. 

A negro aet. 41, sent by Mr. Hitchens, presented 
a very grotesque appearance. On the left side of 
his face were rounded and somewhat irregular 
patches perfectly milk-white. The largest sur¬ 
rounded the eye, extending upwards beyond the 
eyebrow, and downwards and outwards on the 
malar region. On the cheek, on a level with the 
the mouth, was another large irregular patch. 
Near these were some small ones, less than three¬ 
penny bits in size. On the left nostril were some 
patches which extended down to the upper lip. 
Here as well as at the root of the nose, where the 
patches reached the middle line, they were abso¬ 
lutely limited by it. The hairs on the patches, of 
the eyebrow, eyelid, and moustache had become 
grey. He stated that the disease began nine 
months ago, and had progressed steadily. But it 
was now, he thought, quite stationary. However, 
there was evidence of recent progress in the fact that 
the grey hairs still were pigmented at their free 
ends. The patches were abruptly margined, and 
did not show any increased deposit of pigment 
at their borders. But here and there some small 
spots could be seen which had only partly lost 
their colour. The remarkable feature in this case 
was the absolutely unilateral character of the 
disease. Mr. Hutchinson had never seen this 
before. All his cases were bilateral and sym¬ 
metrical. 

Attention was called to some racial characteristics. 
The nail-beds, though pink, showed some pigmen¬ 
tation. The lunulae almost wholly absent except 
on the thumb. The prolabium was deeply’pig¬ 
mented, more so than the skin, between which was 
a distinct line of demarcation. In the mouth, on 


the cheeks, root of the gums, and fraenum of the 
upper lip was some diffuse slate-coloured pigmen¬ 
tation, but nothing of the nature of patches. The 
greater part of the gums, which corresponded to 
the fangs of the teeth, was not pigmented. 


AN ADDRESS 

ON THE 

SURGERY OF THE NOSE AND 
ACCESSORY CAVITIES. 

Delivered before the Willesden Medical Society, 
January 15th, 1897, by 

MAYO COLLIER, M.B., M.S.Lond., F.R.C.S.Eng., 

Senior Surgeon to Out-patients and late Surgeon in 
Charge of the Throat. Nose, and Ear Department, 
North-West London Hospital. 


Mr. President and Gentlemen,— I am grateful, 
and appreciate the honour you have done me 
in asking me to come here and address you 
this evening. The responsibility of accepting 
such an honour is great. I would not have 
accepted your invitation had I not felt that the 
result of fifteen years’ experience in a special de¬ 
partment of surgery would probably afford me 
something to say to you that would at all events 
interest you for the moment, if it did not, as I 
trust it may, add to your store of knowledge, or 
assist you in your daily work. 

I propose to place before you a few notes on 
the surgery of the nose and accessory cavities, 
and give you the result, good, bad, or indifferent 
though it may be, of my personal experience in 


working in this field of surgery. 

And first of all I would say this to you, that it 
is my deliberate belief and opinion that there 
would be little or no surgery in connection with 
the nose or accessory cavities to make notes 
upon, were it not for the peculiar physico-ana- 
tomical arrangements of these parts. 

To make myself clear, and assist you to follow 
me, I will explain to you what I mean by the 
physics of the nose and naso pharynx. 

The physics of a room with a fireplace and chim¬ 
ney to it would be simply this. A current of air. 
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however softly blowing over the top of the chim¬ 
ney, would draw out and exhaust, to some extent, 
the air in the chimney, and consequently in the 
room, so setting up a difference of tension in the 
air in the room and the outside atmosphere. 
This difference in tension between the air inside 
the room and the air outside will have two effects : 

(1) To cause a certain amount of pressure on 
the walls of the room from without, and 

(2) To set up a current or stream of air into the 
room, through every opening or hole in the room 
that may exist to equilibrate the tension. 

This, then, is clear and certain : a current of air 
passing over an opening leading to a cavity exhausts 
that cavity, and causes an abnormal pressure on 
the walls of that cavity from without, and a rarefi- 
cation of the air in that cavity from within. 

All sprays are a familiar example of this physical 
law. Now let me apply the law to the cavities 
or rooms of the nose. 

Convert one or both cavities of the nose into 
a closed space with one opening—the naso-pharynx 
—leading into it; and suppose a stream of air 
flowing past the naso-pharynx through the mouth 
to the lungs, and we have exactly the same con¬ 
ditions as a room with a chimney to it, with the 
wind blowing over the chimney. 

If one nostril only be blocked up the conditions 
are the same, the air passing through one nostril 
will aspirate the other, and put an abnormal 
pressure on all the walls of that nasal box. Now, 
unfortunately, in the case of the nasal box the 
effect does not begin and end with increase of 
pressure from without on all the walls of the 
nasal chamber. The nasal chambers are lined 
with an extremely vascular mucous membrane, and 
the accessory cavities with a somewhat less vascu¬ 
lar membrane; but the effect on both is ihe same, 
namely, dry cupping, and consequently con¬ 
gestion and engorgement of the whole nasal tract, 
naso-pharynx, and cavities and tubes that lead 
therefrom. This is what I mean by the physics of 
the nose and naso-pharynx, and I say that it is a 
peculiar condition of things, and a condition of 
things that does not exist in any other part or tis¬ 
sue of the body. 

Given the same conditions of chronic enlarge¬ 
ment and congestion, say in the bladder or con¬ 
junctiva, cannot you imagine papillomatous growth, 
polypi, catarrhs, and hypertrophies,—I would ven¬ 


ture to state, in fact, almost any pathological con¬ 
ditions,—may be set up or started by the condition 
of things we find existing in the lining membrane 
of the nose and accessory cavities, when chronic 
anterior nasal obstruction is present ? 

This, then, is the justification for my preliminary 
remarks that were it not for the physics of the nose 
I should not be here to-day with any notes on 
the surgery of the nose to place before you. 

Next in connection with the surgery of the nose 
I think it right to point out to you, and emphasise 
the extraordinary extent of the lining membrane 
of the nose, equalling if not exceeding in extent 
the whole skin-surface of the face proper, and 
possessing of its own a separate nerve centre or 
ganglion, having a wide and extensive connection 
with most of the cranial nerves. 

When you have grasped this anatomical fact, 
you will not be surprised when I remind you that 
various neuralgias of the three divisions of the 
fifth nerve are commonly the result of nasal 
diseases; or again, that nothing is more common 
than headaches in connection with nasal troubles. 

I could cite you many cases of asthma, indi¬ 
gestion, heart affections, dyspnoea, ocular 
troubles, as well as many others, whose origin 
has for a certainty been traced to lesions or ab¬ 
normal states of the lining membrane of the 
nose. 

The whole of the extensive mucous membrane, 
as well as some portion of the skin of the nose 
proper and vestibule, belong to and rely upon the 
sensory portion of the fifth nerve for its nerve supply. 
I have seen patients suffering from severe neuralgia 
of the fifth nerve condemned to the extreme pro¬ 
cedure of extirpation of the Gasserian ganglion 
when the disease existed in the ethmoid bone, and 
the surgeon had not even thought of the necessity 
of examining this region. 

Now when operating on any part of the interior 
of the nasal cavities, it is as well to recollect that 
you are dealing with tissues of a highly sensitive 
character—mucous membrane, in fact, specialised 
to perform two most important functions, the 
olfactory and nasal respiratory. 

In both the respiratory and olfactory area or 
departments of the nose the mucous membrane 
is again specialised to carry on these functions. 
The olfactory nerves descend directly from the 
olfactory bulb of the brain, and ate,surrounded 
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by lymphatic sheaths, in direct continuity with the 
arachnoid cavity of the brain. 

The presence of septic tissues in the olfactory 
region may thus easily lead to serious head sym¬ 
ptoms, if not septic poisoning. 

The respiratory area is equally associated with 
the lymphatics leading into the arachnoid cavity, 
and equal cleanliness and care should be taken in 
surgical procedures in this region. 

The whole respiratory tract of the nose is lined 
with ciliated epithelium, and provided with a 
mechanism for heating, moistening, and filtering 
the air; and all operations undertaken in the nose 
should be undertaken and planned with a view 
to remove or destroy as little as possible of a 
lining membrane having such important and 
essential functions to perform. Nothing can be 
more pitiable than the state of a patient in whom 
the lining membrane of his nose has ceased to 
perform these functions, or performs them insuf¬ 
ficiently. 

I need hardly tell you that in order to operate 
skilfully and successfully and with precision in the 
nasal cavities, a good light—a very good light— 
and proper instruments are a sine qua non ; better 
not attempt to operate than to operate with in¬ 
sufficient light and improper tools. 

It is now my invariable practice when time 
will permit to wash and cleanse the nasal 
cavities for two or three days with a suitable wash 
before undertaking an operation. You would do 
the same if called upon to sew up a scalp or 
amputate a finger or leg. Still in the nose this is 
a practice constantly neglected. The best wash, 
speaking generally, for simply cleansing purposes, 
is an alkaline one. 

Bicarbonate of soda, borax, boracic acid in 
combination with glycerine or sugar, are the com¬ 
monest and best in use. 

I prefer weak solutions, not more than four or 
five grains to the Ounce, made fresh and of an 
agreeable temperature. I prefer to test the tem¬ 
perature by putting the Vessel holding the solution 
to the lips than testing with the fingers. 

I always now use a two, three, or four-ounce 
glass syringe in preference to any other instrument 
in cleansing the nose. Sprays are theoretically 
excellent but practically useless; they are always 
getting stopped up, and doing what they should 
not do. A glass syringe is cleaner, cheaper, and 


more easily used than any other instrument. 
India-rubber syringes are apt to get foul, to be¬ 
come stiff* and crack, and are generally unsatisfac 
tory. Next to a glass syringe a simple piece of 
tubing with a glass funnel to pour the lotion into 
will do all that is required. Cans and douches, 
except in the hands of intelligent persons, are 
unsafe. All cleansing of the nasal cavities should 
be done carefully, slowly, and without a sem¬ 
blance of force. Better wash three times a day 
slowly than once forcibly. Great pain and head¬ 
ache, if not more serious consequences, are often 
the result of forcible syringing of the nose. 

Epistaxis .—One of the commonest surgical pro¬ 
cedures in connection with the nose is the arrest 
and treatment of hemorrhage. My experience 
tells me that however profuse, the bleeding is 
seldom dangerous, and the alarm experienced by 
the patient and his friends need not be shared by 
the medical attendants. 

The commonest form of haemorrhage is that due 
to chronic rhinitis, the result of anterior nasal 
obstruction. The immediate cause of the bleeding 
is mostly violent exertion or blowing the nose 
forcibly. I have found that a spray of cocaine, 
4 to 6 per cent., or a pledget of wool moistened 
with the solution, will almost invariably not only 
stop the bleeding temporarily, but allow of a com¬ 
plete examination of the chambers of the nose 
and afford an opportunity for an accurate diagnosis. 

Cocaine is to the nose what atropine is to the eye. 
You might just as well try to examine the fundus 
of the eye without atropine as the nose without 
cocaine. In the eye there is a curtain that requires 
to be drawn aside before a complete examination 
of the fundus can be made. So in the nose there 
is a shutter—the anterior extremity of the inferior 
turbinal body—that requires to be pushed aside 
before any complete or even partial examination of 
the nose can be made. 

You might as well try to examine the moon 
without a telescope as the noSe without cocaine. 

Now the application Of a solution of cocaine to 
the inferior turbinal body will not only give you a 
view of the interior of the nasal cavity, but will 
assist you, and, in fact, tell you at once if there is 
anything abnormal with this body. 

If a fleshy, thick, resisting mass remains, and 
there is a fossa on the septum opposite this mass, 
with symptoms of anterior nasal obstruction night 
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or day, or both, do not hesitate to remove this 
anterior hypertrophy of the turbinal body. 

A pledget of wool saturated with a 10 per cent, 
solution of cocaine and left on the part for ten 
minutes will permit of your removing the hyper¬ 
trophy with a cold snare as you would a polypus, 
and without the loss of a single drop of blood. 

After removal I always put in between the site 
of the wound and the septum or floor of the nose 
a packing of iodoform wool, and so arrange that 
respiration can be carried on through the middle 
meatus. I leave this plug in situ for three or four 
days. On removal of the plug there is usually 
smart haemorrhage, which however subsides after 
a menthol and parollein spray. An antiseptic and 
alkaline wash applied twice daily will complete the 
surgery of this common procedure. 

The galvano-cautery loop I do not use; I find 
the cold snare easier to apply, and more satisfac¬ 
tory in result. 

Now, say the application of the cocaine during 
your examination opens wide the entrance to the 
nose, drives all the blood out of the turbinal body, 
and leaves its covering soft and velvety. If asso¬ 
ciated with this you have the fossa on septum and 
the symptoms of obstruction as before, then here we 
have a distended turbinal body wrongly called a 
turbinal varix, and do not hesitate to operate. 
Operate how ? The simplest procedure in the world, 
free from a scintilla of pain or a drop of blood, nor 
are any dressings or after-treatment required. A 
10 percent, solution of cocaine for ten minutes, 
and then the galvano-cautery suitably applied. 

Now a word as to battery and galvano-cautery. 

My experience is that an ordinary large plate 
bichromate battery coupled up in parallel will work 
satisfactorily for a week or so, and fail you suddenly 
just as you are about to operate. 

Nothing is so annoying, and nothing can be 
more calculated to adversely impress your patient 
than your vain attempts to get a current out of a 
battery that is polarised or exhausted from acci¬ 
dentally leaving the plates in the solution. 

All this is avoided by using accumulator cells 
such as the Lithanode Electric Storage Company 
can supply you with. 

A six-cell accumulator battery will give you 
current enough for three to six months’ work with 
the galvano-cautery, and voltage enough to light 
any small surgical lamp you may require. When 


using the galvano-cautery, test your heat first, then 
dry the part to be operated on with wool, apply the 
platinum, of course cold: do not press heavily on the 
tissues to be burnt, or you will pull away the eschar 
on removal of the cautery. Have enough current 
in hand to keep your cautery quite red-hot whilst' 
in contact with tissues. 

Apply cautery cautiously, rather introduce the 
platinum point again and again than destroy the 
tissue too deeply or damage surrounding parts. 

If properly applied, there is no pain, no bleeding, 
and no dressings or after-treatment required. 

Now, reverting again to your primary examina¬ 
tion with the 4 per cent, solution of cocaine, it 
may turn out in some cases that the cocaine has no 
effect in diminishing the swelling that blocks your 
view of the nasal cavity. 

A probe will inform you that the swelling is 
bony, and that you are dealing with a possibly 
enlarged but nearly always approximated lower 
turbinated bone, approximated to the septum by 
an abnormal pressure from without on the upper 
jaw. 

The galvano-cautery will do no good here, 
neither will the cold snare. 

Your object is to restore nasal respiration, not 
to see how much of the interior of the nose you 
can remove without killing your patient. 

I must vow and confess when I read of and hear 
how patients with anterior nasal obstruction are 
subjected to operations with ploughs and gouges, 
spokeshaves, chisels, and saws, for the removal of 
the lower turbinated bone, I am at a loss, unless in 
most exceptional circumstances, to understand 
where the necessity, benefit, or justification comes 
in. Working for the last fifteen years, operating 
almost daily, I have not removed six entire tur¬ 
binated bones. 

All that is required when the anterior obstruction 
is bony and approximated to the septum, is the 
removal of a small part of the scroll of the ante¬ 
rior end of the bone, to open up the lower meatus 
for nasal respiration. 

I do this usually with an instrument like an 
ordinary pair of artery forceps with somewhat 
thinner blades. 

The forceps are closed on the scroll laterally, and 
are locked. The bone and tissues are crushed; 
bleeding is thus prevented, whilst a slight twist to 
the right, and then to the left, will liberate your 
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forceps with the portion of tissue you desired to 
remove retained within its grasp. 

There is usually no bleeding, and a plug of iodo¬ 
form wool completes the operation. 

Now, one word as to spurs and ridges growing 
from the septum. I do not believe that a spur or 
ridge on the septum, unless it is an obstruction to 
nasal respiration, is of itself the smallest detriment 
to a patient. I never counsel interference with 
such if I can help it, and when I do operate, it is 
to restore nasal respiration. Whenever possible 
these ridges and spurs should be removed only 
after the flap of mucous membrane covering them 
is raised. On removal of the outgrowth the flap 
is restored, and healing is by first intention. 

Polypi ’.—On the subject of polypi and their re¬ 
moval, I w'ould say do not be tempted to try and 
remove polypi with improper or unclean instru¬ 
ments. 

Always cleanse the nose first, then apply cocaine 
to the superior turbinated body, localise the 
polypi, make out exactly where they come from, 
and then under more cocaine deliberately but 
gently remove each polypus entire, if possible 
with the cold snare. If care is taken, polypi 
can be removed with scarcely any haemorrhage 
or pain. This is a great advantage where several 
are present and must be removed at one and 
the same sitting. The after-treatment of the nose 
is of as much importance as the operation for 
the removal. If there is any anterior nasal ob¬ 
struction from anterior hypertrophy or other cause 
this should be appropriately treated. I generally 
order a wash of bicarbonate and biborate of soda, 
fluid extract of Canada pine, and glycerine, to be 
used twice daily for three weeks or a month after 
the removal of polypi. If the mucous membrane 
on the lower border of the middle turbinated bone 
or other parts is granular or beady in appearance 
it should be seared with the galvano-cautery ; other¬ 
wise I do not use the galvano-cautery after the 
removal of polypi. It is not only not beneficial 
but injurious. 

Post-nasal growths .—I look upon post-nasal 
growths as in a great extent caused by, and a sequel 
to, anterior nasal obstruction. 

Post-nasal growths are nothing more than a 
simple hypertrophy of the normal lymphoid tissue 
that exists in the mucous lining of the naso-pharynx. 
This hypertrophy is a natural and normal result of 


the chronic engorgement of the parts that takes 
place when nasal respiration is suspended. 

Why should they be removed ? What harm do 
they do ? What degree of hypertrophy demands 
an operation ? Of course, post-nasal growths exist 
in all degrees of extent and firmness of texture. 
In many cases of lesser degrees, to restore nasal 
respiration use a wash and apply chloride of zinc 
to the post-nasal space. This will effect, in many 
cases, a perfect cure. I treat many cases in this 
way in my hospital clinic. About the operation I 
need say little more than this. It is an operation 
requiring skill, dexterity, and presence of mind, and 
should not be undertaken by those not accustomed 
to the whole technique. I may remind you that 
scratching the pharynx with the finger-nail is not 
performing the operation for the removal of post¬ 
nasal growths in its entirety. I would define the 
proper procedure as a difficult and dangerous 
operation, requiring a practised anaesthetist and 
a specially trained surgeon. 

Now my last remarks will deal in a cursory manner 
with a few notes on the surgery of the accessory 
cavities. Now, as you know, each half of the nose 
has four accessory cavities, namely, the antrum, the 
frontal sinus, the sphenoidal sinus and cells, and 
lastly the ethmoidal cells, divided into two sets— 
the anterior and posterior—by a vertical trans¬ 
verse septum. Nearly the whole of the surgery 
of these cavities and cells consists of evacuating 
and draining collections of fluids, pus or mucus, and 
endeavouring to restore the lining membrane of 
the spaces and cells to a healthy state and func¬ 
tion. New growths and tumours and other 
diseases of these spaces are so rare that a lifetime 
would not afford you an opportunity of seeing a 
single case. An abscess or collection of fluid in 
any of these cavities differs in no respect from an 
abscess or collection of fluid in any other part of 
the body. 

My experience is that these abscesses are co¬ 
quetted and flirted with by the bashful and diffi¬ 
dent surgeon in a manner that is open to regret. 

Who, for instance, would pass an aspirating 
needle into a well-marked bubo and drain through 
a capillary tube. Yet we find the antrum perforated 
in various directions with aspirating needles and 
trochars, and drained through an alveolus by a 
tube no larger than a bodkin. 


Again, the frontal sinus, when distended with 
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pus, and almost bursting to belch itself into the 
orbit, is usually opened through the upper eyelid 
amongst muscular tissues and most important 
structures, and drained by a tube large enough 
to allow the passage of a well-fed bacterion. The 
principles of surgery accepted and recognised by 
all are clear. In treating such cases apply 
these, and evacuate the contents properly, drain 
efficiently, and treat appropriately the lining 
membrane. I am glad to find that ophthalmic 
surgeons are now alive to the necessity and bene¬ 
fit of opening the frontal sinus boldly and freely 
from the front, and having viewed and treated 
the interior to efficiently drain this cavity by re¬ 
storing its natural outlet into the nose. The de¬ 
tails of - the operation I have published, and are 
open to your inspection. The antrum, again, 
should not be tinkered with or played with. If 
the interior resents medicaments applied through its 
natural opening or through an alveolus, go for it, 
open it up through the canine fossa with a trephine, 
and examine the interior. It is then, and only then, 
you can make a diagnosis and treat your case 
appropriately. In dealing with the sphenoidal and 
ethmoid sinuses more caution has to be observed. 

My plan and practice is to do rather too little 
than too much. 

I have seen the brain cavity opened and entered 
by the instrument of the too vigorous and in¬ 
cautious surgeon. The disease was removed, but 
the patient died. I have yet to learn and find 
out from others the best method of dealing with 
disease affecting these spaces, but I have myself 
found that a wash or syringe as a rule did more 
good than the burr or curette; and with the 
acknowledgment of my ignorance in this depart¬ 
ment I thank you and close my remarks. 


REVIEW. 

The Phonographic Record of Clinical Teaching 
and Medical Science . — Issued by the 
Society of Medical Phonographers. 
London : Pitman, 1, Amen Corner. 

Dr. Caiger, in the issue for January, records a 
well-observed case of cyclic albuminuria occurring 
in a neurotic man of twenty-nine years of age who 
came before him for life assurance. Dr. Caiger 
justly observes that more life-histories of these 
cases are needed before their influence on life 


assurance risks can be estimated. Dr. Gowers 
contributes another problem in practical diagnosis, 
blit, interesting as it is, its importance and value 
fall behind his notes on the marriage of epileptic 
females. Dr. Gowers’ notes deserve a wider 
circulation than the pages of a shorthand journal. 
He lays stress upon the importance of the medical 
man restricting himself to a statement of the 
factors to be taken into account in coming to a 
decision that the patient and her friends may 
decide for themselves. On the patient herself 
marriage makes little difference, and a man must 
decide for himself the desirability of attaching 
himself to a woman the subject of epilepsy; special 
attention being given to the severity of the disease 
and the possible impairment of mental powers. In 
cases the result of accident in childhood, and 
without hereditary taint, fears of transmission to 
offspring need not be entertained; but where a 
family history' of epilepsy or insanity exists, the 
probabilities of children suffering from some 
neurotic affection is very great, and the more 
pronounced the taint the greater the likelihood 
of its transmission. Family history is of graver 
import than severity or frequency of fits. 


TREATMENT OF ECLAMPSIA. 


Having reached the end of his communication on 
the treatment of eclampsia in ‘Annals of Gynae¬ 
cology and Pediatry* for January, 1897, Prof. 
Charpentier arrives at the following conclusions : 

1. Every pregnant woman with albumen in her 
urine being exposed to attacks of eclampsia, the 
milk diet giving splendid results against the albu¬ 
minuria, and in particular that met with in preg¬ 
nancy, the urine of pregnant women should be 
examined with the greatest care; and if the 
presence of albumen is found, no matter how 
small it may be in quantity, an absolute and 
exclusive milk diet should be instituted. This 
is the preventive treatment par excellence of 
eclampsia. 

In cases in which oedema is present, without 
albuminuria, it is well, if not an absolute necessity, 
to prescribe the milk diet. 

2. Every time we find ourselves in presence of 
an eclampsia, begin, if the patient is strong and 
vigorous, and if cyanosis is present, by a bleeding 


Digitized by 


Google 



240 Th« CljQio&k Journal.] 


THERAPEUTICAL NOTES. 


[Feb. 3 1897. 


of aoQ to 300 grammes, then give chloral, and give 
milk by the mouth. 

3. Combat the attacks themselves by inhalations 
of chloroform, and favour diuresis by subcutaneous 
injections of artificial serum. 

4. If the woman is delicate, the cyanosis not 
very marked, the attacks not very frequent, chloral 
should alone be given. 

5. Wait until the labour occurs spontaneously, 
and allow it to end without intervention every time 
that this is possible. 

6. If labour comes on spontaneously but does not 
end, because the uterine contractions are too feeble 
or too slow, end the labour by the application of 
the forceps or a version, followed by extraction, 
if the child is living, or by a cephalotripsy, basia- 
tripsy or cranioclasy, if the child is dead. 

7. Before an intervention, wait until there is 
complete dilatation, or at least a disability of the 
cervix, in order that the operation may be done 
without danger, that is to say, without violence, 
and consequently without danger for the mother. 

8. Reserve induced labour for a few exceptional 
cases. 

9. Reject, absolutely reject, the Caesarean opera¬ 
tion and accouchement force as current methods 
in the treatment of eclampsia. 

We have not had resource to this last manner of 
treatment, excepting in cases unsuccessful by 
medical treatment, and when the woman appeared 
doomed to certain death. In a word, as an ultimate 
resource in a hopeless case. 


THERAPEUTICAL NOTES, &c. 


Movable Kidney. —Dr. Cordier, * Amer. Journ. 
of Obstet. and Gyn./ Oct., 1896, deduces the 
following propositions:—1. A movable kidney 
often produces a dilated stomach, with all the 
accompanying symptoms of a disease of the latter. 
2. It is a fruitful source of gall-stones, by the pedicle 
producing a partial obstruction of the common 
duct. 3. The bending of the ureter often gives 
rise to a hydronephrosis. This in turn is some¬ 
times converted into a pyonephrosis. 4. It may 
produce death by a complete strangulation, by a 
torsion of the vessels and ureter. 5. By dragging 
on the abdominal aorta and kinking of the vena 
cava, a condition simulating an aneurism of these 
vessels may be produced. 6. Pain referred to the 
region of distribution of the spinal nerves is often 
induced by a movable kidney's disturbance of the 


abdominal basin. 7. A general nerve exhaustion 
(neurasthenia) is frequently induced by this condi¬ 
tion interfering with digestion, assimilation, and 
elimination. 8. Nephrorrhaphy is a safe and 
effective surgical procedure. AU cases of 
movable kidney, iJf accompanied by symptoms 
pointing to the kidney as the source, should be 
operated upon. 10. In summing up the local and 
remote results of this now often recognised con¬ 
dition, I think the correctness of the deductions 
has often been demonstrated by the disappearance 
of each and every symptom after a restoration and 
retention of the kidney in its normal position. 1 r. 
Symptoms are not to be relied upon in making a 
diagnosis of movable kidney; the physical examina¬ 
tion is the only trustworthy guide 

Medical Record. 


The Use of An&lgen in Infantile Thera¬ 
peutics. —(Moncorvo, * Bull, de l'Acad. de M£d.,’ 
Nov. 10, 1896).—M. Moncorvo reports on the use 
of this new aromatic remedy in children. He has 
given it in 33 cases of malarial fever. The ages 
of the children varied from 20 days to 13 years. 
Being soluble in an acid medium, the drug was 
readily absorbed by the stomach, and its tasteless¬ 
ness rendered it easy of administration. The dose 
employed was from 25 cgr. to 1 grm. in the 24 
hours. The remedy succeeded more or Less com¬ 
pletely, the temperature was promptly lowered, 
the skin acted freely, and the patient was rendered 
quieter without any troublesome nervous depres¬ 
sion supervening. The attacks were cut short in 
a large proportion of the cases. On increasing 
the dose the urine was sometimes diminished in 
quantity, and at the same time presented a reddish 
colour, but chemical examination revealed no 
trace of albumen or sugar. A prolonged use of 
the drug produced no troublesome symptoms nor 
any cutaneous eruption. These cases appear to 
prove that in analgen we possess a useful adjuvant 
of or even substitute for quinine in cases in which 
that drug cannot be administered. The author 
reports the effects of the treatment in 26 mixed 
cases, as follows :—In acute or subacute tubercu¬ 
losis (7 cases) it is of incontestable utility, reduc¬ 
ing temperature and relieving cough, and producing 
a feeling of bien-ctre; in acute lymphangitis (5 
cases) it is an efficient antipyretic and analgesic ; 
in hysteria (2 cases) it relieved nervous excitement 
and respiratory and cardiac arhythmia; a little girl 
of nine years was promptly cured of chorea by a 
dose increased from 1 to 3 grms. in the 24 hours; 
the crises of partial epilepsy were relieved (1 case); 
it is also of more or less utility in assuaging the 
pain of Pott’s disease, hip disease, &c. The drug 
was always well tolerated, and produced neither 
weakness, rash, albuminuria, nor glycosuria.— 
W. T. C., in Quarterly Medical Journal , January, 
1897. 
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Gentlemen, —The subject of tinnitus aurium, or 
noises in the head, is one which very little experi¬ 
ence in general practice is necessary to impress 
upon you as being one of the most important that 
an aurist has to deal with. Its frequency is well 
known, and I have quoted before the saying of 
my old friend Dr. Druitt, that there was a certain 
fortune for anyone who could cure noises in the 
head. I cannot say that the fortune or the cure 
have yet become apparent, and a cure of tinnitus 
aurium, universally applicable, is certainly a thing 
still to be discovered ;—probably, in the nature 
of things, it never will be discovered. 

Now, noises may be produced in several ways : 
from sonorous vibrations external to the body 
itself, the auditory nerve is stimulated and the 
sensations of sound are produced. Again, inside 
the body around the ear, and in its neighbourhood, 
there are many vibrating elements sufficient to 
produce sound. For instance, there is blood 
constantly circulating in the arteries, and the 
muscles, which are very frequently contracting, 
give rise to their well-known “ susurrus.” The 
wonder i$ not so much that we should occasionally 
have noises in the head, but rather that we should 
be so constantly free from them. 

“Entotic ” or “ periotic ” noises are those oc¬ 
casioned by disturbances in or round the ear. 
They are often appreciated on account of undue 
sensibility of the nerves produced by neurasthenia, 
are generally found in people who are overworked, 
or who have had losses of blood, or mental shocks. 

Vol. IX. No. 16. 


They may be high-pitched, and may be due to 
causes outside the ear altogether. For instance, 
a pulsating noise may be due to intracranial 
aneurysm, or a clicking noise may be produced by 
the spasm of the muscles of the pharynx, or of the 
Eustachian tube. 

Then, again, there are the pure subjective noises, 
which arise, not from sonorous stimulation, but 
from stimulation of some other kind—that is to 
say, mechanical, such as may be produced by 
irritation of the auditory nerve by increased pres¬ 
sure in the vessels, or by altered pressure, such as 
occurs in anaemia. On the other hand, irritation 
may be caused by tumours or by inflammatory 
changes. The distinction between entotic and 
subjective noises is, however, not of very vital 
importance, and it is often impossible to draw it. 

The noises of which patients complain are as 
varied as are the powers of description and the 
associations of the people. If you want an enter¬ 
taining description of these noises, I refer you to 
that of Sir William Wilde, the writer of one of the 
very best of the old books upon otology. He 
states that patients from the country liken the 
noises in their heads to the rustling of trees; 
those from the towns to the rattle of machinery or 
of carriages; servants complain that the nois^ is 
similar to the constant ringing of bells; and old 
women say it is like the boiling of a tea-kettle. 

We will classify these sounds (and I wish you to 
take special note of the distinction) into simple 
and elaborated . 

What are elaborated sounds ? They are those 
which take the form of voices, or of distinct tunes 
—the subjects, evidently, of mental construction; 
and those noises which are not of that character 
are called simple noises. 

Of the simple noises there are those which 
pulsate ; a great many patients complain of these. 
There are also those which do not pulsate , some 
of them being high-pitched, others low-pitched; 
patients will speak of a noise being like whistling 
or the escape of gas or steam. The low-pitched 
sounds are described as a sort of hum, or a noise 
similar to that heard in a sea-shell. 
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These noises may be produced either with or 
without disease of the ear. In any given case, the 
first practical division of value depends on whether 
the hearing is defective or normal, or even too 
acute. The large proportion of cases of tinnitus 
aurium come to us with defective hearing, and in 
order that you may diagnose the cause of the 
noises it is necessary to diagnose the cause of 
the defective hearing. We diagnose obstructive 
from nerve deafness by tuning-fork tests, noting 
whether bone conduction is normal or increased 
or diminished. 

Now what are the diseases of the ear which give 
rise to these noises ? Taking obstructive deafness 
in the external ear, we may find blocking up of the 
meatus and consequent shutting in of the sounds 
—the periotic causes of sound which I have 
referred to. Or a little flake of cerumen may be 
lying in the ear, and every time the jaw is moved 
it cracks. Such a cause is, of course, easily 
recognised and easily removed. Or there may be 
hairs in the meatus tickling the membrana 
tympani, the noise produced resembling some¬ 
what that of an /Eolian harp, or the wind blowing 
through the telegraph wires. Again, in the middle 
ear, pulsating noises may be due to congestion, or 
may be simply normal noises in the neighbour¬ 
hood rendered audible on account of the increase 
of bone conduction, because sounds about there, 
if heard at all, are heard by bone conduction, 
which is increased in catarrh of the middle ear. 
Cardiac murmurs or the bruit of aneurysm may be 
audible, or various high-pitched pulsating noises. 
I am now speaking of the effects of chronic middle 
ear trouble due to increased tension in the part, 
causing pressure on the stapes, in the fenestra ovalis, 
and in the labyrinthine structures. There may 
be low-pitched sounds due to the passage of 
blood through the arteries or veins, or a sea-shell 
noise, which is generally attributed to the spas¬ 
modic muscular contraction. A muscle during 
contraction emits a very low sound, said to be 
of only 19 vibrations per second. It may be 
heard in various ways—by closing the ears and 
pressing the jaws together, when you may discern 
the sound produced by the contraction of the 
masseters. If you close the eyes very tightly you 
may hear a small deep-toned noise, which is pro¬ 
bably due to the simultaneous contraction of the 
stapedius muscle. There may be explosive 


noises, which are heard when air makes its way 
suddenly through a narrowed Eustachian tube, or 
rattling noises when air passes through a collection 
of fluid in the tympanum. 

In middle-ear disease there may be elaborate 
noises, and it is a very serious and very interesting 
question in connection with middle ear disease 
that the noise excited by it sometimes has such an 
effect upon the nerves and the brain that the 
patient comes to be the subject of insane ideas; 
that is to say, the sounds are falsely interpreted, 
the diseased brain converting them into elaborated 
ideas, such as voices, or even choruses, and the 
voices may go the length of ordering the patient 
to do dangerous things, such as self-destruction, 
or the destruction of other people. When these 
are due to middle-ear disease, they are comparable 
to the “ illusions ” experienced by people with de¬ 
lirium tremens. A sufferer from delirium tremens 
who sees a cloak hanging up finds his diseased 
brain converting it into a murderer who wants to 
destroy him ; or he declares he sees spiders, flies, 
beetles, or snakes. That is “ illusion ” as dis¬ 
tinguished from “ hallucination.” You may find 
these different kinds of noises arising also from 
disease of the internal ear. 

I shall now deal methodically with the different 
types of noises. The objection to classifications, 
as stated by the famous John Hunter, is that you 
may think you have included every kind, and yet 
the very next day may find a case which is not 
provided for ; such is almost sure to happen with 
classifications. 


There is Defective Hearing. 


Now, given a case of tinnitus aurium, and that 
you find there is defective hearing. If you find by 
the description that the noise is a simple one, you 
ask, is it pulsating or not? Very few hospital 
patients will understand the meaning of pulsating ; 
ask them if the noise beats and throbs. They may 
say no; but you should feel the pulse, and while 
doing so, beat time, and ask, “ Does it go like 
that ? ” In an immense number of cases you will 
find in this way that there is pulsation. The 
question is whether the pulsation is produced in 
the middle or in the internal ear. If you pressed 
the common carotid in the neck, you would check 
the pulsation if it were in the external ear. Sup* 
posing it is in the internal ear, you know this is 
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supplied by the internal auditory artery from the 
basilar, which is formed by the junction of the two 
vertebrals. If you could press the basilar artery, 
or the two vertebral arteries, you would be able to 
check the pulsation if it were in the internal ear. 
This basilar artery can be compressed; I show 
you here in this diagram a dissection of the sub- 
occipital region. You will remember that the 
vertebral artery passes through the foramen in the 
transverse process of the atlas, which extends a 
long way out. It shows also how far the vertebral 
artery extends before turning inwards to pass 
through the ligament to enter the foramen magnum. 
I have found that it is compressible, and have tested 
it again and again with patients who have had 
tinnitus from salicylate of soda. You should apply 
pressure in the little hollows behind and a little 
below the mastoid process, when you will be able 
to check the pulsations, and the noise will, in 
most cases, stop or be diminished. There is an 
exception to all rules, and in some cases the verte¬ 
bral artery passes through a complete bony tunnel. 
That is very exceptional, and in such cases the 
test will not hold good. I thought it ought to be 
possible to check the pulsation in that way, and I 
succeeded in doing so. I tested it on the dead 
body by exposing the vertebral artery in the neck, 
inserting a syringe, and causing a gentle stream 
to flow through it and up through the basilar, 
which was exposed in the interior of the skull. 
By pressing on the points I show you I was able 
to stop the passage of blood completely, and, as 
far as I know, I am the first who has done so, and 
who has made use of that method of diagnosis. 
In that way you will be able to know whether the 
pulsation is due to arterial congestion. You have 
to think of the various conditions which might 
give rise to that arterial congestion—such as in¬ 
creased arterial tension due to cirrhotic kidney, or 
gout—and also of the possibility of the tinnitus 
being due to quinine or salicylates, or other 
drugs. 

If the pulsating noise is diminished by lying 
down, it very probably is the pulsating murmur of 
anaemia,—that is a very good test,—just as laby¬ 
rinthine deafness from anaemia is relieved by lying 
down. 

Supposing the pulsating noise audible on 
auscultation, you must think of intracranial 
aneurysm; but why should it be combined with 


defective hearing? It would probably be an 
aneurysm of the basilar or vertebral artery. 
Intracranial aneurysms are not common; the 
most common form are aneurysms of the internal 
jugular and internal carotid, which probably 
would not affect the hearing at all. But the next 
most common aneurysm is that of the basilar 
artery. Aneurysms of the internal carotid and 
middle cerebral are generally due to embolism 
from heart disease, those of the basilar artery to 
syphilis. Now, aneurysm of the basilar artery 
would of course affect the circulation in the interior 
of the ear, and would most probably press upon the 
auditory nerve. The other signs of aneurysm 
must be looked for, because it would be very 
unwise to diagnose it simply by pulsating tinnitus 
and defective hearing. 

Supposing the noise is not pulsating , but is high • 
pitched , then you must test with the tuning-fork. 
If bone conduction is increased, you at once think 
of trouble in the middle ear. In chronic catarrh 
of the middle ear the noise would be due to in¬ 
creased tympanic tension, causing pressure upon 
the labyrinth through the stapes. If bone con¬ 
duction is diminished, the auditory nerve is pro¬ 
bably being irritated by some condition inside the 
labyrinth. It may be either a thickening, or it 
may be acute inflammatory irritation of the audi¬ 
tory nerve. 

Again, supposing the noise is nonpulsating and 
lowpitched,\ then you should think of venous con¬ 
gestion and anaemia. If it becomes worse on 
lying down; if, in addition, there are signs of 
plethora, and the noise is relieved by purgation, 
then it is venous congestion. If, on the other 
hand, it is better lying down, and especially if the 
patient is pale and is relieved by stimulants (or 
the inhalation of nitrite of amyl, as recently shown 
by Lermoyez), it is anaemia. 

If you have the l i sea-shell” noise, it is usually 
due to contraction of the tensor tympani, and this 
takes place, as a rule, in chronic catarrh of the 
middle ear. In such a case you would expect to 
find this low-pitched noise along with high-pitched 
ones; in point of fact the two are frequently 
combined — patients will say they hear two 
different kinds of noises. But sometimes con¬ 
traction of the tensor tympani is reflex. You will 
remember it is supplied by a branch of the fifth 
nerve through the otic gangl ; on, and that the ex- 
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ternal meatus and the membrana tympani are 
supplied by the fifth nerve, so that any irritation of 
these parts is sometimes sufficient to produce con¬ 
traction of the tensor tympani by reflex action ; 
so it is necessary to examine the external ear for 
any such cause. 

The patient may describe a noise as being like 
that produced by the ^Eolian harp or by wind 
blowing through telegraph wires. That is generally 
due to a hair in the meatus tickling the membrana 
tympani—a condition that will be revealed upon 
inspection. Some people have an extraordinary 
growth of hair in the ear, which of course readily 
gets free, so as to lead to plugs of cerumen forming, 
or the hair may touch the membrana tympani. 

The patient may complain of voices speaking ; 
then it is “auditory illusion.” 

Remember that to ascertain the causes of these 
occurrences you must first find out the cause of 
the defective hearing. 

There is Abnormal Acuteness of Hearing. 

There is a condition in which the hearing is too 
acute, and this we are apt to overlook if we con¬ 
centrate our attention too much on the membrana 
tympani. When a patient comes to you with noise 
in the head you are too apt to hastily conclude it 
is catarrh of the middle ear, and treat the case 
accordingly, when, to your disappointment, you 
find the case getting worse rather than better. 
Then you test, and find that after you cease to 
hear the tuning-fork opposite your meatus you put 
it to the patient, and he still hears it, even for a 
considerable time. Or if you test with your 
watch, you find he hears it twice as far off as the 
normal ear would. You then find there are 
possible sources of nerve exhaustion, such as over¬ 
work, sexual excesses, staying up at night for 
pleasure instead of having a proper amount of 
sleep, smoking, and so forth. .1 remember having 
a very interesting case of a young gentleman who 
complained of noises in his head; none of my 
remedies did him the slightest good. But it came 
on to freeze, and he took exercise in the form of 
skating, with the result that his condition improved 
so markedly that the noises entirely disappeared. 
His was a case of “ hyperacousis ”from his nervous 
system running down. In another case, that of a 
gentleman who complained of a noise in his ear, 
there was a polypus in his nose. It is of course 


a natural thing to say, “ Here’s a polypus in the 
nose causing catarrh of the Eustachian tube; the 
noise will go as soon as I remove the polypus.” 
The polypus was removed, but the noise remained ; 
when his hearing came to be tested he heard the 
watch at the other end of the room. It was a case 
of hyperacousis, and under appropriate treatment, 
that is to say, chiefly regulating his mode of 
living, and knocking off his smoking, he recovered, 
and lost the noise. 


There is Normal Hearing. 


Again, the hearing may be perfectly normal, but 
there may be a simple or an elaborated sound—in 
fact, most of the kinds of noises mentioned, 
according to the states of the system; the nerve 
becomes hypersensitive to these entotic or 
periotic sources of sound, and a pulsating or 
non pulsating noise may be heard perfectly well. 
Now supposing the noise is audible to the patient, 
but is not heard by auscultation, whether it is 
pulsating or not, put it down to neurasthenic 
tinnitus. If the noise is heard on auscultation (it 
is then almost certainly of a pulsating character) 
but not affecting the hearing, you would think of 
aneurysm, and especially intracranial aneurysm; 
and, of course, as before, you would think of the 
various other signs of an intracranial aneurysm. 
I do not doubt the signs are well known to you— 
headache, vertigo, or there may be paralysis from 
interference with the motor centres—or, as I 
omitted to mention in connection with the vertebral 
artery, from pressure on the anterior columns of 
the cord. There may be optic neuritis, and in 
this case you would be more ready to think of 
carotid or middle cerebral aneurysm if the patient 
had valvular disease of the heart. A history of 
syphilis would, as I have said, support the dia¬ 
gnosis of aneurysm of the basilar. 

The “clicking” noise, which I have mentioned, 
is not very uncommon. Some children may get 
into the habit of producing clicking noises in the 
back of the throat. These chronic muscular 
spasms become a nuisance to them, anl they are 
heard by outsiders. 

In the absence of affections of the hearing, 
the “ hallucination ” of elaborated noises must be 
attributed to disease of the brain, and the patient 
must be handed over to those who make a study 
of diseases producihg insanity. 
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The foregoing wil^ give you a fairly good idea of 
the types of tinnitus which are met with. 

The Treatment of Tinnitus Aurium. 

With regard to treatment, it deals with two sets 
of conditions, as you must have made out from 
my descriptions, viz. (a) Diseases of the organs 
of hearing; (b) Increased irritability of the nervous 
system. 

Our first duty is to combat the disease of the 
ear. I have gone into that on previous occasions, 
therefore I will not enlarge upon it now* 

I will just remind you of the necessity of examin¬ 
ing the external meatus , as sometimes the removal 
of a mass of cerumen, or of some dry flakes causing 
crackling, may stop the whole of the patient’s dis¬ 
comfort. 

Then in connection with disease of the middle 
ear y narrowing of the Eustachian tube requires 
careful attention. Of course many of the diseases 
of the middle ear causing tinnitus are very 
obstinate, and even quite intractable; but you will 
not have done your best for your patient unless, 
in addition to the traditional methods of treat¬ 
ment, you use an injection of paroleine—that 
is, a purified petroleum oil—by a Eustachian 
catheter. I am certain that has relieved cases 
which I could not relieve otherwise. I gene¬ 
rally use a grain of menthol and a grain of 
camphor with five drops of oil of eucalyptus 
to an ounce of so-called paroleine or benzoinal, 
or whatever pure form of petroleum you 
care to make use of. Very great benefit is 
often derived from the inflation of chloroform 
vapour into the middle ear. That may be done 
by filling your Politzer bag with the vapour. Or the 
patient may do it by means of my Eustachian self- 
inflator, which a patient can so guide after a little 
practice that he gets the full effect of the vapour 
with the least straining of his tympanic structures. 
Again, noises in middle ear trouble often come 
on in the course of exacerbations of old-standing 
disease. Perhaps there is a granulation which, 
under the influence of cold or wet, or something 
of the kind, becomes again awakened into an in¬ 
flammatory condition, which you have to be pre¬ 
pared for* 

Supposing there is obviously an affection of the 
internal ear> and you have reason to suspect that 
it is of an exudative character, there is no question 


that the pilocarpin treatment i$ the one to em¬ 
ploy, and no time should be lost in resorting to 
it. If it is congestive, leeches should be applied 
very freely, and purgatives should be administered. 
If there is a possibility of its character being syphi¬ 
litic, in addition to the pilocarpin you would give 
mercurials, or iodide of potassium. 

Supposing there is auditory hallucination, atten¬ 
tion to the ear disease is necessary, but the supervi¬ 
sion of the mental condition is perhaps even more 
so. In the case of abnormal acuteness of hearing, 
the first necessity is rest for the patient, the 
same as you would recommend for neurasthenia. 

In addition to ear disease, there are certain 
general conditions to be attended to, and of 
course when there is that increased irritability of the 
neri'ous system which amounts to a disease, the 
first thing you have to do, when the patient is 
perhaps losing courage on account of not getting 
relief, is to give him relief by any means, as that 
gives him hope, and hope is of great assistance. 
Of all the sedatives for obstinate cases of tinnitus 
there is none like bromide of potassium; it must 
be given in fairly large doses—20 grains three 
times a day. It is best given very well diluted, 
and it is better as a rule than the hydro- 
bromic acid, acids being often contra-indicated. 

I think Sir Andrew Clark used to pride himself 
on never having prescribed acids, and I think 
that, taking it all round, it is much safer than to 
prescribe them in the very loose way in which 
they often are prescribed. A much better result 
is obtained by a combination of the bromides : 


9 > Pot. Brom. ) 

Sod. Brom. J ** . 

Ammon. Brom. ... ... 5 SS > 

Aquas . ... Jvj. 

One sixth part t. d. s. 


And it may be very well taken in a wineglassful of 
soda water. If something more is wanted, you may 
add to that 10 drops of tincture of belladonna to 
each dose, and of tincture of cannabis indica 5 
drops. It is usual to have some relief after this 
treatment has been carried out for a few weeks. 
If not, then, very experimentally, you may try the 
effect of quinine* It is apparently a strange thing 
to give quinine,—a drug which will produce tinni¬ 
tus* It comes to be a kind of nerve tonic, and the 
cases in which it does the most good are those in 
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exhausted and anaemic persons. But the drug 
must be given tentatively, and if J gr. of it three 
times a day seems to make the tinnitus worse in¬ 
stead of better in a day or two, it should be 
stopped completely. In some cases, however, it 
is beneficial. In syphilitic cases we have to fall 
back on iodide of potassium. In anaemic cases 
iron with ammonia should be used; the form of 
ammonia which is best given here is the chloride 
of ammonium; this is an antidote to anaemia. 
Time after time I have given it in catarrh of the 
middle ear, and have been surprised at the im¬ 
provement in the patient’s condition. This is quite 
a wrinkle; Professor Grainger Stewart used to give 
as a sort of therapeutic tip that in women with 
vertical headache and leucorrhoea, the headache 
was almost invariably relieved by chloride of 
ammonium. From another source, Barnes's 
‘ Diseases of Women,’ chloride of ammonium in 
larger doses is recommended for menorrhagia. 
Patients may sometimes come before you suffering 
from some throat or ear affection, which would 
suggest that they are suffering from anaemia. On 
inquiry you find there is anaemia, and that there is 
menorrhagia. For instance, a young girl came 
under my care the other day, aged between 14 
and 16; twice in the month she had this menor¬ 
rhagia, and it seemed to me that this chloride of 
ammonium was peculiarly fitted for this case. Keep 
it well in mind for your anaemic cases. Of other 
remedies in obscure cases of tinnitus which you 
have a difficulty in relieving, and which do not 
seem to be due to ear disease, you will find that 
the application of a blister over the mastoid process 
will often work wonders. If you want more con¬ 
tinuous action you should order liniment of mustard 
to be rubbed in. In extreme cases, where the 
patient is perfectly miserable from headache, noises, 
and want of sleep, it would not be right to with¬ 
hold the benefit, even if it is only for a time, of 
the subcutaneous injection of morphia. Gout is 
often at the bottom of some of these cases of tin¬ 
nitus, especially those producing arterial congestion 
of the internal ear. Then the iodide of potassium 
should be administered, aperients given, and the 
patient’s diet altered to fish and milk chiefly. You 
should administer the bromides also, and the best 
of these for the purpose is the bromide of lithium, 
which Gowers recommends strongly in these cases. 
In cases of increased arterial tension, iodide of 


potassium and a milk diet work the greatest wonders, 
as in some cases of vertigo. 

In obstinate cases of chronic catarrh of the 
middle ear, the administration of mercury in small 
doses is of great benefit. Mr. Wingrave and I 
happened to hit, coincidentally, on the same idea— 
I in the form of small doses of calomel, and he in 
small doses of Hyd. c. CretA, and we have found 
that very great relief often follows in cases which 
used to trouble us extremely. I am disposed to 
regard Mr. Wingrave’s form as the more satis¬ 
factory, and I therefore generally give it myself 
now, as he recommended it, viz. in one-grain 
doses of grey powder night and morning. A very 
convenient form is the compressed tablet, which 
all our large chemists now make. 

In nervous patients who have, perhaps, a slight 
nerve deafness, and particularly in those in whom 
there is no chronic catarrh of the middle ear, great 
benefit is often derived by the application of the 
constant current; that is to say, the positive pole 
is placed on the tragus and the negative pole on 
the back of the neck or in the patient’s hand, and 
four milliamperes passed for a time. This will 
give very great relief in such cases. But in chronic 
catarrh of the middle ear it gives no relief at all. 

If the patient is worse in the midst of a noise— 
in a case of the hearing being too acute (neuras¬ 
thenic tinnitus) keep him quiet, send him away 
from all noise into a quiet place, and see that a 
cotton-wool plug is worn in the ear whenever ex¬ 
posed to noise. 

When ordering patients away for a holiday* 
particularly in cases of chronic catarrh of the 
middle ear, or where there is any congestion con¬ 
nected with the labyrinth, the greatest relief is 
obtained by residence at a high altitude; let the 
patient get high above the sea level. If he be 
going to India he should reside at such a place 
as Simla. 


For labyrinthine pulsations, bromides and 
aperients come into use, and there is my method 
of compressing the vertebral arteries, which is 
sometimes of great assistance to the patient. A 
patient is often at his wits’ end to get rid of 
the noise, or even to decrease it a little. Some¬ 
times by putting up his hands and pressing in 
the place I have indicated earlier in the lecture, 
he is able to give himself a temporary respite. 


and very little respite is so much gain. Some- 
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times I have put a little conical pad into each of 
the depressions at the back of the neck, and 
fastened them by a strap passed round the fore¬ 
head. It is, however, apt to be irksome, because 
a little nerve turns up just over the vertebral artery, 
and this may be compressed; thus the limits of 
usefulness of this method are restricted. 

I have not shown you how to cure every case 
of tinnitus aurium—I do not pretend to do so; but 
after these descriptions of the various classes of 
tinnitus I hope you will be able to cure certain 
cases more easily than you would otherwise have 
done. 


DEMONSTRATION OF CASES 

At the North-West London Clinical Society, North-West 
London Hospital, January 20th, 1897. 

DR. LEONARD GUTHRIE in the Chair. 


Idiopathic Muscular Atrophy. 

Dr. Harry Campbell showed a boy who was the 
subject of idiopathic muscular atrophy, /*.<?. a 
primary disease of the muscles, not really a nerve 
disease. Perhaps the case might be described as 
pseudo-hypertrophic paralysis without the deposit 
of fat and fibrous tissue between the muscle fibres. 
At any rate, the disease from which the patient was 
suffering was closely related to pseudo-hypertrophic 
paralysis. As very frequently happened in these 
cases, there was a definite history of several rela¬ 
tives having been afflicted with the same disorder. 
The boy had been confined to bed, unable to 
walk, for two years, but the disease was evidently of 
'much older date. Almost all the muscles of the 
body were now affected. The electric reaction 
of the muscles had been carefully tested, and had 
been compared with that of a healthy child of the 
same age. Faradic irritability was diminished in 
all the muscles, even in those which were apparently 
(unaffected, and Dr. Campbell suggested that this 
feature had been present from birth, the affection 
being probably a germinal disease of the muscle 
tissue. He had not observed any paralysis of the 
face muscles, but in some cases of the disease 
there was a palsy of the zygomatic muscles, so that 
when the patient laughed, instead of the angles of 
*he mouth being drawn out, there was simply 


elevation of the upper lip. In the patient the 
flexors of the head and neck were almost entirely 
absent. The clavicular origin of the sterno- 
mastoids had almost entirely disappeared, and the 
scaleni were practically absent. The pectorals had 
almost wholly disappeared. The trapezius was 
there, but was markedly atrophied, while the 
deltoids were virtually absent, and the atrophy of 
the first interosseus and the thenar and hypothenar 
muscles was very evident. The same could be 
said of the biceps, triceps, and pectorals. The 
muscles of the forearms, however, were but slightly 
affected. There was marked contracture of the 
hamstring muscles, owing chiefly to the tendency 
of the legs to be drawn up in bed. The boy had 
also got talipes equinus. Dr. Campbell directed 
attention to the obliquity of the clavicles in this 
case, the inner ends of which were very much 
lower than the outer, owing to atrophy of the 
sterno-mastoids ; and he pointed out that the shape 
of the chest was largely determined by the action 
of the muscles attached to it. According to Mac- 
Alister, the normal direction of the clavicles is 
horizontal in the woman, but somewhat oblique in 
the man. In the boy with whom the patient was 
compared the clavicles were practically horizontal. 
The patient had no sensory disturbance whatever. 

The Chairman said that an important point 
about the case was the alteration of reactions. As 
a rule, it was supposed that there was no reaction 
of degeneration, and no alteration of reactions to 
electricity, but in this case Dr. Campbell had said 
there was a distinct diminution to faradism. He 
would like to know what was the reaction to 
galvanism, because in some cases diminution to 
galvanism as well as to faradism had been noted; 
also a slight alteration in the relations between the 
ascending, closing, and descending contracture. 
Probably the explanation of that was that there 
was some degeneration of the nerves as well as of 
the muscles. He remembered one case of the 
kind which was shown at the Neurological Society 
five or six years ago, in which the condition, 
including the reactions to electricity, very much 
resembled the one before them, except that the 
face was markedly affected. It began in the facial 
muscles (orbicularis oris as well as oculi), and 
involved the scapular region. That was one dis¬ 
tinct type of the cases. A second class comprised 
those in which it began in the face, and in a third 
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class it originated in the extremities. Still, he 
agreed with Dr. Campbell that they were all due 
to the same congenital defect of nutrition, and 
belonged to the same group of disease. He drew 
attention to the child’s cough, a peculiar weak, 
paralytic cough, which was a sign of evil omen, 
and which made him afraid that the child would 
not live much longer. 

Dr. Campbell, in reply, said the reaction of the 
muscles to galvanism had not been so thoroughly 
tested as to faradism, but there was no doubt that 
they did not respond normally to galvanism. 
His idea was that there was simply a quantitative 
alteration in the reaction to both currents, /. e. the 
response was less ready than normal. 

Dr. Campbell next showed a man, £et 50, suffer¬ 
ing from locomotor ataxy, bulbar paralysis, and 
ophthalmoplegia interna and externa. He was 
quite incapable of lifting the upper lid, and there 
was a certain amount of ptosis present. Practically 
all the external muscles of the eye were paralysed, 
and the pupils did not react to light nor to accom¬ 
modation. In the left eye there was decided grey 
atrophy of the disc, and in the right also, but less 
marked. Several muscles supplied from the bulb 
were affected ; the movements of the tongue were 
defective, and he could not whistle nor pronounce 
labials distinctly. His voice was deep, and examina¬ 
tion of his larynx showed that the adductors did 
not act properly, *. t the vocal cords did not come 
tightly together. This was confirmed by the 
patient’s statement that he now talked in a lower 
tone of voice than he used to. His masseters 
were atrophied, and their power very much 
diminished. The buccinators also appeared to be 
paralysed, but he could swallow fairly well. The 
knee-jerk was absent; he had had lightning pains, 
girdle pains, numbness, difficulty in passing his 
water, and the characteristic ataxic gait. The 
locomotor ataxy came on before the bulbar 
paralysis. 

The Chairman said that regarding the second 
case, it always seemed to him curious that loco¬ 
motor ataxy was generally looked upon as a spinal 
complaint only. From a case like the present one 
it could be said definitely that the disease extended 
far higher up. Moreover, the not uncommon 
connection between locomotor ataxy and general 
paralysis showed that it might reach the highest 
centres of all. 


Dr. Cagney said both cases were extremely 
interesting in their way, especially so because, a^ 
he maintained, notwithstanding some remarks 
which had been made, they were very represen¬ 
tative of their kind. As to the first, he was so 
unorthodox as to pay comparatively little attention 
to what were called types of disease, especially in 
the matter of nervous diseases. He thought the 
error of the present generation was too much 
pigeon-holing. Because in a case of so-called 
idiopathic muscular atrophy, facial atrophy was 
not noticed, he did not see any necessity for 
separating that from other cases observed, whose 
fundamental character was similar. If there were 
any fault of this kind, it lay with the original 
observers, to whom it probably was of assistance, 
but it helped to blind later generations to the 
necessity of observing for themselves. The text¬ 
books had practically nothing to say about the 
pathology of this disease, because, as a rule, 
nothing but atrophy of the muscles was found. 
He would plead for a kinship between cases of 
idiopathic muscular atrophy and those of polio¬ 
myelitis and peripheral neuritis. He put it to 
them that there was an obscure, unworked-out 
element intermediate between the motor nerve 
and the muscle. To him it was most reasonable 
to suppose that that would be the one structure 
in an ill-developed and ill-constructed individual 
which would break down, and it seemed wonderful 
that it did not more often fail. For his own part 
he stayed at the assumption that this was primarily 
a muscular disease, choosing rather to suppose 
that the muscular defect was a defect of nutrition 
depending upon a block at the point indicated. 

As to the second case of Dr. Campbell’s, twa 
questions arose in connection with it: first, as to 
how far it was one of the ultimate results of syphilis* 
and second, how far it was possible that it was an 
intermediate and more direct manifestation of 
syphilis. He believed it would be agreed that 
locomotor ataxy did not occur without syphilis, 
because the latter disease was traced in such a 
remarkably large number of instances. The gait 
and pains in this man must be attributed to the- 
familiar spinal changes. Intracranial sclerosis was 
doubtless also present. Ophthalmoplegia occurring 
after tabes was not unfrequent. He found the 
present patient had the power to use his left ex¬ 
ternal rectus, so that there was not complete 
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external ophthalmoplegia. Ophthalmoplegia was 
perhaps invariably syphilitic, and had been found 
in lesions affecting the lamina quadrigemina. It 
would be a very interesting point to determine 
whether they were concerned here with an imme¬ 
diate effect of syphilis or sclerosis of the nervous 
tissues, which was a more remote affection. 

Dr. Campbell, in reply, said he thought all 
would agree that at present nothing was known 
of the pathology of cases of idiopathic paralysis. 

Farabeufs Amputation. 

Mr. Templeton showed a man on whose leg he 
had, two years before, performed Farabeufs ampu¬ 
tation. In January, 1895, the foot and lower part 
of the leg were crushed in a railway accident. 
The interest of the case consisted in the satisfactory 
condition of the stump. The scar was well to the 
inner side, and the patient experienced no dis¬ 
comfort from the apparatus he wore. A large 
exostosis on the lower end of his femur was 
noticed at the operation, but it had not increased 
in size since. Since the date named he had per¬ 
formed the same operation twice, and with equally 
satisfactory results. 

Mr. Keetley said he always tried to avoid 
amputating in that region, but it could not always 
be obviated. He liked to amputate through the 
leg, and use the heel as the covering for the stump, 
provided the heel was intact, and the posterior 
tibial vessels and nerves also. Almost any stump 
between the knee and the ankle could be covered 
with the heel; and if this were not done, it was 
found that the patient could not rest his whole 
weight upon it. In cases where he could not do 
that, he sometimes amputated through the knee- 
joint, especially if the patient were in a very low 
way, and could not take much anaesthetic. When 
doing this he always ligatured the ligamentum 
patellae to the crucial ligament, and so kept the 
flap down in front. He had no doubt Mr. 
Templeton did the right operation under the 
circumstances. 

Mr. Jackson Clarke said he had brought down 
a patient who had been run over by a tram, and 
the skin was damaged up to the knee, there being 
only skin and fascia with a trace of muscle. In 
that case he merely did an old-fashioned flap 
operation, sawing the bone about the middle of 
the thigh. He had not seen the result , of a 


Farabeufs operation until that evening, but 
expected to see a lot of muscle, not only around 
the fibula, but also over the end of that bone. In 
the present case there was no more covering than 
is given by the lateral skin-flap operation; the 
latter was a very neat amputation, and did not 
present the difficulty of Farabeufs, because care 
had not to be taken to avoid damaging the anterior 
tibial artery. If this were damaged in the method 
of Farabeuf, the flap almost of necessity underwent 
necrosis. Still, under special circumstances, he 
had no doubt that the operation was a valuable 
one. If the skin could not be saved high enough 
on the inside, it allowed the entire covering to be 
taken from the outside. For ordinary everyday 
use he preferred the symmetrical operations. He 
agreed with Mr. Keetley that it was often better to 
go through the knee-joint than to save a small- 
piece of tibia. 

Mr. Templeton, in reply to Mr. Keetley, said it 
was quite impossible to save the heel of the patient,, 
as it was irretrievably damaged, as also was a con¬ 
siderable portion of the skin of the inner aspect of 
the leg; hence the selection of Farabeufs opera¬ 
tion. Regarding amputation through the knee- 
joint, he wished to keep the limb as long as pos- 
sible, and to preserve the movements of the knee- 
joint, which could hardly be accomplished by an 
artificial apparatus. The danger of wounding the 
anterior tibial vessel was the point in the opera¬ 
tion. Another matter was the propriety of remov¬ 
ing the sharp anterior edge of the tibia, because 
ulceration not infrequently occurred over the sharp 
protruding angle unless it were rounded off. 


Hysterical Paralysis in a Male. 

Dr. Cagney brought forward a young man who 
was the subject of hysterical paralysis. He believed 
the case to be one of hysteria, but there were 
elements in it which were misleading and probably 
accidental. Some of the particulars he could not 
relate as fully as he would like, owing to the 
limited time at his disposal on examining the 
patient. This was a young man, aged 23, of 
intelligent appearance, by occupation a clerk, and 
of a neurotic disposition. Up to 1892 or 1893 
he was healthy, and then occurred a puzzling 
episode, which he intended to inquire further 
into. He went to a special hospital for bladder 
trouble, and he heard the surgeon who employed 
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fhe cystoscope remark that he was suffering from 
inflammation of the prostate, and that there was a 
growth in the urethra as large as a cherry, which 
the surgeon undertook to relieve with nitrate of 
silver internally administered. The patient says 
that under the influence of this nitrate of silver he 
lost his virile power—the patient had practically 
no courage; could not sleep in a room alone; 
would not enter a dark room alone. About July, 
1893, his father died, and this made a great 
impression upon him. He had a dread that if he 
went upstairs he would see his father's ghost. 
Three months later he lost the use of his right 
leg, so that he could only just drag it after him. 
He went to University College Hospital, where 
he said he overheard the physician say he could 
not make anything of him. He was admitted as an 
in-patient, but after five days was sent out. It 
was evident that the case was there regarded as 
hysterical paralysis. About the time he was at 
the special hospital mentioned before, he was also 
admitted to the Royal Eye Hospital, Southwark, 
where great care was devoted to his case, but was 
dismissed as being hopelessly blind. They would 
be able to judge as to the probable truth of these 
statements. He further stated that the resident 
surgeon galvanised his eyes and restored his sight. 
At the present time his discs were normal; there¬ 
fore it must be assumed to have been a case of 
hysterical amblyopia. The most puzzling point, 
however, was the affection of his bladder. He 
{Dr. Cagney) could vouch for his having trouble 
with his bladder, for though he made water just 
before examination, he did so again involuntarily 
at the time. The patient believed that during 
the last week or two his left hand had been getting 
weak. At present the patient could walk a mile 
at a time fairly well, but not more than two miles. 
The right thigh was smaller than its fellow; the 
muscles were hard; knee-jerks present (the right 
a little greater than the left); there was no ankle- 
clonus, no muscular atrophy, and no evidence of 
implication of his lateral columns. He was 
satisfied that the muscular difficulty was restricted 
to the thigh. Sensation was perfect, and there 
was no history of sensory trouble, except what he 
had related in connection with the Ophthalmic 
Hospital. There was no anaesthesia of mem¬ 
branes. He felt all over his buccal cavity; there 
was no tenderness about the head, and no 


stigmata or hysterogenic zones. There was some 
incontinence of both urine and faeces. He could 
ride a bicycle easily up hill or on the flat; but 
on going down hill his foot slipped. When 
fatigued he lost all power, and had to lie down. 
This occurred only in walking. It might be 
described as a modified abasia. 

Dr. Campbell agreed that the case must be one 
of functional paralysis. 

Dr. Sibley was inclined to regard the symptoms 
as the outcome of masturbation. Possibly he was 
a hospital-bird, in which case he could, with 
advantage, be sent to a general practitioner. 

Dr. Guthrie also thought masturbation was the 
beginning of the trouble. It was a common plan 
to apply nitrate of silver to the neck of the bladder 
as a caustic in such cases, and it was evident that 
this operation had been performed on the patient, 
who attributed much of his trouble to that pro¬ 
cedure. Again, the history of amblyopia was 
strongly suggestive of functional disturbance ; but 
one had to bear in mind, in such cases, the pos¬ 
sibility of an organic taint underlying it. Hysterical 
palsies of one limb often got well with very simple 
treatment, but in time all the symptoms of dis- 
siminated sclerosis arose, so that one hesitated to 
pronounce a case to be purely functional. 

Dr. Cagney, in reply, said his idea was that 
there was possibly some temporary bladder trouble, 
and there was possibly too much instrumentation. 
Still he regarded it as a functional trouble, and he 
would watch the case. He agreed that it was im¬ 
portant to be always sceptical as to the absence of 
organic disorder. 


A Case of Flat-foot. 

Mr. Jackson Clarke brought up a boy aet. 
13 to illustrate that there were more factors in 
the production of this condition than one, namely, 
the muscular. When the patient was first brought 
to the hospital the right foot showed pronounced 
talipes valgus. The left foot appeared to be 
normal. He (Mr. Clarke) ordered the boy an 
india-rubber pad in the boot for the right foot, and 
told him to exercise it once each morning, with 
the toes a little turned in. It was Ellis’s prescrip¬ 
tion, to bring into action the flexor longus pollicis 
tendon. The patient did it for a week, and on his 
next visit a week later, the left foot, which previ¬ 
ously had been well, was found to be as flat as the 

Digitized by Google 



The Clinioal Journal.] 


DR. TICKELL—INFECTIVE ENDOCARDITIS. 


[Feb. 10,1897. 251 


other. Mr. Clarke took this foot in his hands and 
easily and completely reduced the deformity, 
causing the boy some pain. These facts he 
regarded as clearly pointing to weakness of liga¬ 
ments as well as of muscles. He believed the 
ligamentous fibres were softened by something in 
the condition of the boy, who looked as if he had 
some cardiac or pulmonary weakness. He told 
the lad to go to bed for a week, and to continue 
the movement of reduction each day. At the end 
of a week this resulted in complete restoration of 
the arch of the left foot. The case showed how 
acute flat-foot could be. The arch of the right 
foot had improved since the pad had been worn. 

Mr. Keetley said he thought flat-foot was 
essentially due to an alteration in the bones them¬ 
selves. The boy before them had also a slight 
degree of knock*knee. If a skiagraph had been 
taken, it would be seen that the outer arch of his 
foot was very flat also. On the following day he 
hoped to show, at the Harveian Society, a skia¬ 
graph bearing on the point. He believed the 
exercises recommended by Mr. Clarke were likely 
to do the patient good, but he would be disposed 
to do an Ogston’s operation on the worst foot, 
notwithstanding that the lad might manage to get 
along without operation. 

Mr. Templeton said one might consider the 
propriety of the operation known as “ wrenching 
by forcible manipulation it might be brought into a 
good position, and fixture in plaster-of-Paris splints 
would retain it in that position. In a case where 
the flat-foot had come on so rapidly it seemed too 
much to assume that the bones had become altered 
in configuration, unless it were assumed that the 
bones were deformed prior to the giving way of the 
ligamentous structures. 

Mr. Clarke, in reply, said he cordially agreed 
with Mr. Keetley’s observations, also as to the 
close association of knock-knee and flat-foot. The 
scaphoid of the right foot was on a level with the 
outer border of his foot, and there was no arch at 
all. The one which he reduced he looked on more 
as a number of subluxations than a rachitic de¬ 
formity of bones. Doubtless there were changes in 
the bones of the foot, and, indeed, in the whole of 
the boy’s tissues; he had a cyanosed look, which 
meant general venous congestion and the multipli¬ 
cation of cells at the expense of formed elements, 
such as the ossified portions of bones. 


Recovery after Extensive Laceration of 
Forearm. 

Mr. Jackson Clarke showed for Mr. Durham, 
in the latter’s absence, a young man whose forearm 
had been severely lacerated, nearly everything being 
cut through. The median and ulnar nerves were 
stitched together, the arteries tied, and the tendons 
stitched. The hand was still somewhat stiff, though 
the operation was performed more than three 
months ago. The patient could now localise touch 
and common sensation in every part of the hand. 
Three weeks ago, that is, eight weeks after the 
operation, he began to feel. In a case in which 
the nerve was divided in the axilla some time ago, 
and which Mr. Clarke sutured, it took thirteen weeks 
for sensation to return in the median area. Though 
the present patient’s hand was stiff and congested, 
it was much more useful than an artificial one would 
be. Nearly everything in the front of the forearm 
was divided. 


A CASE OF INFECTIVE ENDOCAR¬ 
DITIS FOLLOWING INFLUENZA. 

BY 

H. M. TICKELL, M.A., M.B., B.C.Cantab. 


The following are abbreviated notes of a case that 
was under the care of Dr. Gee, at St. Bartholomew’s 
Hospital. A careful and complete record of the 
case was kept by Dr. Murphy, who was then house 
physician to Dr. Gee. 

R. S.—, male, aet. 33, wheelwright by occupa¬ 
tion, was admitted on September 28th, complaining 
of pain in the stomach and shortness of breath. 

History of present condition .—Patient was quite 
well till seven months ago, then began to feel languid 
and tired, and after being three weeks in this condi¬ 
tion had “influenza;” his limbs and head ached, 
he sweated profusely, but had no catarrhal sym¬ 
ptoms. 

Four and a half months ago he went to bed for 
a few days at the beginning of a second similar 
attack which lasted seven weeks; at the end of this 
time he felt better, and went back to work for 
two weeks. 

He then had a^very bad attack of diarrhoea 
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lasting three days ; after this he felt very weak, and 
gradually grew weaker still. 

Four weeks ago he had a bad attack of pain of 
a gnawing character, which seemed to start from 
the lower part of his abdomen. He then vomited 
six times, a watery fluid being ejected, but no blood 
or coffee-ground matter. 

Four days ago he had another similar attack of 
pain and vomiting without obvious cause. Lately 
the pain in his stomach has become constant, but 
worse after food. He has lost one stone in weight 
since the beginning of the year. Present weight 
8 st. 2 £ lbs. 

Past history .—Has always been healthy up to 
present illness, has never had rheumatism. 

Present condition. — Delicate-looking, anaemic 
man. Perspires freely. Eyes normal in every 
respect. Pulse 96, soft, compressible. Respira¬ 
tion 22. 

Lungs .—The percussion note is everywhere good, 
and the breath-sounds normal. 

Heart .—The cardiac dulness commences above 
at the fourth rib. To the right it is limited by the 
left border of the sternum. To the left it is slightly 
increased, the apex-beat being in the fifth space 
half an inch inside the nipple line. A soft systolic 
murmur is audible at the apex. 

Abdomen .—Generally resistant to palpation. No 
tumour is felt, but there is a certain amount of 
indefinite pulsation above the umbilicus, and over 
this area there is a loud systolic murmur. 

Urine. —Sp. gr. 1018 ; no albumen, no sugar. 

The sputum was examined six times for tubercle 
bacilli; none were found. 

October 12th.—Bowels constipated. He com¬ 
plains of pain in left iliac region; a faecal mass is 
felt there. Has gained a quarter of a pound in 
weight. 

29th.—Rigor at 4.30 a.m., lasting half an hour. 
Temperature rose to 104°. With the rigor he com¬ 
plained of sudden pain in the right leg, with loss of 
cutaneous sensation. No pulsation can be felt in 
the right posterior tibial artery. 12 noon, the right 
leg below the knee appears to be paralysed, the 
knee-jerk absent, sensation lost. 1.30 p.m., the 
right femoral artery cannot be felt. 

31st—The whole right foot is now discoloured. 

November 8th.—Another rigor yesterday morn¬ 
ing. Temp. 105*4°. 130 p.m., rigor, lasting 

half an hour. Left axillary artery cannot be felt. 


10th.—Heart: Apex-beat in fifth space one inch 
outside nipple line. The cardiac dulness extends 
to the middle of the sternum. Loud systolic 
murmur at apex. A localised flapping diastolic 
murmur is to be heard at the right edge of the 
sternum opposite the fifth rib; also a loud diastolic 
murmur in the pulmonary region. The index and 
middle fingers of the left hand are now discoloured. 

nth.—The apex-beat is displaced still further 
out. 

12th.—The urine contains albumen, pus, blood- 
casts, and uric acid. 

24th.—Rigor this morning. Temp. 104*8°. No 
pulse in right brachial artery. 

December 23rd.—Right arm paralysed. Right 
foot, suppurating line of demarcation forming. 
Right leg dry and gangrenous below the knee. 

29th.—Died. 

Post-mortem notes .—Both axillary arteries found 
to be plugged where the brachial begins. Right 
common iliac artery plugged for its whole length; 
the plug is softened, and practically converted into 
pus in nearly its entire extent. Several small 
infarcts in branches of the mesenteric artery. 

Lungs . —Hypostatic consolidation of both lower 
lobes. 

Heart . — Weight fourteen ounces ; generally 
somewhat dilated. On both cusps of mitral valve 
are great masses of vegetation with a quantity of 
recent adherent clot. The mass on the auricular 
surface of the aortic cusp is as big as an almond 
in its shell, and nearly the same shape. On the 
aortic aspect of the same cusp is a round mass of 
granulations, halfway between the edge of the 
valve and the aortic ring, of the size of a three¬ 
penny bit; this is quite independent of the main 
mass on the other side. Aortic valve, large 
granulations on the inter-coronary and posterior 
coronary cusps. 

Liver .—Fifty-one ounces; large, pale, flabby; 
probably cloudy swelling. 

Spleen .—Eight ounces ; many large infarcts, yel¬ 
low and softened in places. 

Kidneys.— Ten ounces the pair. The left con¬ 
tains two small infarcts, the right contains one. 
Cortex narrowed but pale, probably due to cloudy 
swelling. 

Bacteriological note . — Cultivations from the 
heart’s blood, spleen, and valves showed streptor 
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This ease presents many features of interest in 
its origin and course. Here there were two attacks 
of a similar nature, from each of which the patient 
recovered, and was able to resume work for a few 
weeks, and from the description of the attacks there 
does not seem to be any reason to doubt the cor¬ 
rectness of the diagnosis of influenza. Although 
influenza as a cause of infective endocarditis must 
be exceedingly rare, yet in the above history the 
connection seems clear, for it is practically certain 
that there were vegetations on the valves two weeks 
after the patient resumed work for the second time. 

Severe diarrhoea and later sudden pain in the 
abdomen with vomiting were the next symptoms, 
and in the light of the post-mortem examination 
we must conclude that they were caused by embo¬ 
lisms in branches of the mesenteric artery. 

We know that in about three-fourths of the cases 
of infective endocarditis there is some old cardiac 
lesion, and in this case there is some reason to 
suppose that the endocardium must have been 
affected at least from the time of the influenza attack, 
for the heart weighed fourteen ounces, and this in 
a man of little over eight stone shows considerable 
hypertrophy, which could not be accounted for by 
the condition of the kidneys. Traces of preceding 
valvular disease are not mentioned in the post¬ 
mortem notes, but, if present, might easily have 
been concealed by the extensive granulations. 

In connection with the cardiac symptoms there 
are two points of importance to be noticed, (1) 
the rapid and progressive dilatation of the heart, 
(2) the alteration in the original murmur with the 
development of fresh murmurs. Both these fea¬ 
tures are frequently to be observed, and should be 
carefully sought for, as they are characteristic of 
the more acute forms of the disease in whichjife is 
sufficiently prolonged for them to be brpught out. 
The change in the murmur in this instance was 
mainly an increase in loudness, but it is not unusual 
to find a musical quality superadded. 

The temperature is of much interest, showing a 
difference in character between the beginning and 
the end of the case, the latter part being of the 
pyaemic type, so common in streptococcus infection. 

It will be noted that the rigors are accompanied 
by evidence of embolism, and this lends marked 
support to the view that the rigors in this disease 
are caused by the sudden discharge of infective 
organisms into the circulation. Hypostatic con¬ 


gestion of the lungs is very commonly observed,— 
in fact, it is almost invariably found that there is 
more or less congestion and oedema present, though 
this is frequently associated with pneumonia, infarct, 
or pleural effusion. 


A CASE OF RETENTION OF URINE IN A 
PUERPERAL WOMAN WITH EXTREME 
DILATATION OF THE BLADDER. 

BY 

VICTOR J. BLAKE, M.B., B.S.Lond. 


The following case is somewhat unique in character, 
and illustrates the enormous degree of dilatation 
which the bladder may undergo with subsequen 
recovery of its normal functions. 

On November 5th, 1896, I was sent for to visit 
a woman “ who had been confined seven days ago 
by a midwife, and who had been taken suddenly 
ill during the night.” On arriving I found the 
woman in a critical condition. She was lying flat 
on her back with her knees drawn up, face very 
much flushed, with bright eyes and profuse per¬ 
spiration breaking out on her forehead. 

Her breathing was hurried (resp. 40); pulse 130, 
weak and thready; temperature 103*8°. Tongue 
thickly coated with yellow fur, and extremely foul 
breath. 

She complained of severe abdominal pain, which 
prevented her moving in any manner whatever 
without experiencing the greatest agony, and 
which had been further increased by persistent 
vomiting for the last sixteen hours. On making 
an abdominal examination I found the abdomen 
very swollen, tense, and shiny, with great tender¬ 
ness on pressure; there was absolute dulness over 
the lower part and up to a point about two and a 
half inches above the umbilicus. The dulness 
extended into both flanks Above this area 
normal resonance was obtained. Over the dull 
area it was possible to get a “ fluid thrill.” ' There 
was in addition a “ stinking discharge ” from the 
vagina. On questioning the woman ks to whether 
she had passed her water properly since the child 
was born she stated that “ she had passed a little 
the first day, and that it had been running away 
, from her ever since without her being able to stop 
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it.” I determined to pass a catheter, and having 
bathed the parts well with some mercurial solution, 
drew off eight pints of blood-stained and high¬ 
smelling urine, to the great relief of the patient, 
the abdomen diminishing in size visibly as the 
urine was drawn off. 

The uterus could now be distinctly felt through 
the abdominal walls, and was enlarged and tender 
on manipulation. 

An intra-uterine douche of corrosive sublimate, 
i in 2000, was given, and an iodoform pessary 
(grs. v.) left in the vagina, and 5j of brandy given 
every hour in some milk by the mouth, as she was 
greatly exhausted. Next morning the patient was 
decidedly better, having passed a better night; 
temperature ioo°, pulse 90, and respiration 26. 
There was still a good deal of pain in the 
abdomen. 

She had not been able to pass any water, so I 
again passed a catheter and drew off three pints of 
urine. The discharge from the vagina was sweeter, 
but there was a good deal of bright blood mixed 
with it, so she was put on Mist. Ergot. Ammon. 3j 
t. d. s., and a douche of Condy’s fluid was ordered 
night and morning. 

The same evening a pint and a half of urine was 
again drawn off, and a self-retaining female catheter 
left in, the urine draining away through a piece of 
india-rubber tubing into a chamber by the bedside. 
This was left in for four days—the temperature 
falling in the meantime to normal—and was then 
removed, by the end of which time she was able to 
pass or retain her water voluntarily, although 
during the act of micturition she was unable for the 
following week to tell by her sensations whether 
water was passing or not. 

In three weeks’ time from first seeing her she 
was quite convalescent and able to sit up a little, 
her water having regained its normal character. 

The case, I think, is interesting from the fact 
that (1) she had probably had retention of urine 
for seven days before treatment, complicated with 
some septic mischief in the uterus ; (2) the enor¬ 
mous amount of urine drawn off from the dilated 
bladder; and (3) the comparatively short time 
taken by the paralysed bladder to regain its normal 
functions. 


ROENTGEN-RAY TRAUMATISM. 

(From Medical Record , Jan. 23rd, 1897.) 


On April 15th, 1895, Capt. John McA. W—* 
U.S.A., was accidentally shot, the ball entering 
the back in the lumbar region to the right of the 
spinal column, grooving the crest of the ilium two 
inches from the spinous process of the lumbar 
vertebra, and passing upward and inward, but not 
emerging from the body. Immediate paralysis from 
the waist downward resulted. There was slight 
sensation in the left foot within an hour or two 
after the injury, and the patient was able to lift the 
left foot within two or three weeks. In three 
weeks he began to have acute pain in the right leg* 
but could not move it, and was confined to bed 
for eleven weeks. After that time he could use a 
crutch, and there has been steady improvement 
ever since. When he left his post, about August 
10th, 1896, the use of the left leg was not impaired* 
but there was paresis of the flexors of the right 
thigh supplied by the anterior crural nerve, and 
some atrophy ; but with the aid of a cane he could 
walk fairly well, and had difficulty only in ascend¬ 
ing steps. The bullet evidently ploughed its way 
through the dense lumbar fascia and muscles, until 
arrested in its course by the spinal column. The 
patient had been improving steadily for a year. 
There was, therefore, no good surgical reason for 
attempting its removal, even if its location was 
known, as the manifestation of nerve injury had 
resulted directly from the traumatism, and had been, 
progressively improving. 

When en route to his post, he stopped in Chicago 
to consult a surgeon about the paresis of the flexors 
of the right thigh, and was advised to have the 
bullet skiagraphed at a certain Roentgen-ray labo¬ 
ratory in Chicago, with a view to operative pro¬ 
cedures for the relief of the paresis, on the sup¬ 
position that the bullet was pressing upon the 
anterior crural nerve. 

On August nth and 12th he had three exposures 
of one and one-half hours each, making four and 
one-half hours in all that the tissues of the skin 
were subjected to the action of the rays. As far 
as locating the bullet was concerned, the result 
was negative. Some redness of the skin resulted* 
but not sufficient injury to the integument to cause 
any inconvenience. We may conclude, therefore* 
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that the integument can stand an exposure of four 
hours, divided between two successive days, with¬ 
out material damage. 

Again, on September 9th, 10th, 1 ith, and 12th, in 
eight sittings, the patient underwent a total exposure 
of nearly twelve hours. There were no results as 
far as locating the bullet was concerned, but there 
were other results that left the patient a sadder and 
a wiser man. On the first day the skin began to 
show signs of inflammation, which extended each 
day during the trial. 

I examined the patient a day or two after his 
return to his post on September 13th. The 
Crookes tube during the exposure was held a little 
below and to the right of the umbilicus. In that 
situation the epidermis had been destroyed for a 
space of about one-half the size of a man’s hand, 
leaving the red, inflamed, and hyperaesthetic cutis 
vera exposed, and the outpouring of serum was 
very profuse. A red blush extended from this 
centre in every direction, but principally to the 
right of the median line and from below upward. 
The death of the epidermis rapidly extended, and 
large blisters, such as occur in scalds, formed 
beneath it, and in a few days the denuded rec¬ 
tangular surface measured eight by fifteen inches, 
the longest diameter being from above downward. 

The superficial layer of the cutis vera is now 
being thrown off, leaving a raw, bleeding surface, 
and the quantity of serum (with some pus) that 
exudes is astonishing. The lesion extends upon 
the thorax to the level of the right nipple. The 
patient has been confined to bed for a month, and 
the denuded surface is so hyperaesthetic that he 
cannot stand the application of gauze and absor¬ 
bent-cotton dressings, and it has been necessary 
to cover the surface with perforated gutta-percha 
tissue. Drying and astringent powders seem to 
have no effect in checking the outpour of serum, 
which is quite an annoyance to the patient. The 
patient’s beard is naturally of a dark brown colour, 
but sinqe the prolonged exposure to the rays no 
beard at all has grown on the chin, where formerly 
a goatee flourished, and the rest of the beard on 
the right side, which was in the line of the rays, 
has turned white or light yellow. The integument 
of the chin was reddened, but the epidermis was 
not destroyed. During the exposure the patient 
sat with the right hand grasping the rounded end 
of the arm of a chair. It can be readily seen by 


trial that if one grasps with the right hand the arm 
of a chair in a natural pose, the dorsal surface of 
the fingers turn outward and forward, while the 
dorsal surface of the last phalanx of the thumb 
turns forward and inward, and in that position 
would be impinged upon by the X rays at a right 
angle; at least, that is the only explanation of the 
fact that the integument over the dorsal aspect of 
the last phalanx of the thumb was reddened, and 
it seems quite likely that the nail will be lost. It 
would seem that the rays impinging upon the 
tegumentary surface at very acute angles produce 
no irritating effects, for the curved lateral aspect of 
the abdomen—which must have been impinged 
upon by the rays, inasmuch as the thumb, which 
was still farther removed from the focus of irrita¬ 
tion, was affected—showed no signs of irritation. 
The intensity of the irritation seemed to be in 
proportion to the approximation to a right angle 
at which the rays impinged upon the tegumentary 
surface. In that respect they seem to resemble 
heat rays. Since the X rays pass through the body, 
is it not strange that no irritating effect is produced 
upon the peritoneum, a much more delicate 
membrane than the skin ? This fact would lead 
me to believe that the inflammation of the skin 
resulting from the X ray is due to its action on the 
terminal nerve filaments in the skin, probably the 
vaso-motor nerves, as the structure that receives 
the full intensity of the rays is the only one 
affected. It is, therefore, a change in the nutri¬ 
tion of the tissues. Over six weeks after reception 
of the lesion the pain is agonising, burning in 
character, and necessitating the use of morphine. 
Oxide of zinc ointment, &c., do not control it. 

The patient wore a light-weight cotton under¬ 
shirt during the exposures, and felt no heat nor pain 
during the passage of the rays through the skin. 
This absence of apparent effect might in itself be a 
source of danger in using the X rays about the face, 
as it can readily be seen that it might so seriously 
inflame the delicate conjunctiva as even to imperil 
the integrity of the cornea. Again, it might cause 
the permanent loss of eyebrows and eyelashes, and 
so disfigure the patient. Should not this injury to 
the integument necessitate the very cautious use of 
the X rays on a part suffering from a severe trau¬ 
matism, especially as the additional injury to the 
integument might have a very unfavourable effect 
on the result of subsequent operative procedures ? 
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On the other hand, the X ray might with great 
advantage be used to remove hairy growths for a 
cosmetic effect, and with a good prospect of the 
hair not returning; at least, the goatee referred to 
shows no sign of a return to its former habitat, 
and it would appear an easy matter to remove the 
hirsute appearance of the upper lips of some young 
ladies, which is so often a source of mortification. 
It would be advisable when they are used for that 
purpose to employ a screen impenetrable to the 
rays to prevent injury to other tissues. It is 
claimed that the haloid salts obstruct the X rays. 
Captain W— has been confined to his bed for a 
month now, and will probably be so another 
month. The prolonged use of the X rays in cases 
in which no good can result, as in this case, is much 
to be deprecated, as it would become a very serious 
question in economics to a man to be bedridden 
for two months unnecessarily when his livelihood 
depended upon his ability to work. There is a 
great temptation to remove foreign bodies, even when 
doing no harm, when found by the agency of the 
X rays, as it impresses the patient and his friends 
with its brilliancy, and for its advertising advantages 
the temptation will most likely be often yielded to. 
Several claims have been made as to the potency 
of the X rays in destroying bacterial life, but the 
most recent experiments demonstrate that its effect 
is negative in that direction. W. B. Banister. 


THERAPEUTICAL NOTES, &c. 

Cocaine Poisoning : M&gnan’s Symptom.— 

Rybakoff, of Moscow, insists on the diagnostic 
value of the symptom of chronic cocaine poison¬ 
ing described by Magnan, /. e . an hallucination of 
common sensation. The patient complains of 
feeling some foreign body under the skin. In 
some cases the foreign bodies felt were like grains 
of sand, in others slightly larger; generally they 
were described as more or less rounded, and gave 
rise to complaints of microbes, worms, crystals, 
&c., situated just under the skin. While other 
symptoms of chronic cocaine poisoning occur also 
in alcoholism and with other poisons, Magnan’s 
symptom seems to occur only with cocaine. It 
has, therefore, a real diagnostic value, especially 
in cases in which the patient is unwilling to admit 
having used cocaine. Where cocaine is exten¬ 


sively used in surgery and dentistry, the appear¬ 
ance of Magnan’s symptom is a valuable indication 
for the immediate cessation of the drug. Korsa¬ 
koff reported a case in which a woman, suffering 
from multiple neuritis, complained of “ worms in 
the skin.” On inquiry it was found that vaginal 
tampons containing cocaine had been freely used. 
The omission of these was followed by ameliora¬ 
tion of the symptom. * 

Neurol . Centra 31 ., August, 1896. 

Salophene in the Treatment of Sciatica.— 

Having convinced himself of the genuine efficacy 
of salophene as an anti-rheumatismal remedy and 
as an analgesic, Cappelari resolved to try this 
remedy for sciatica, and describes the results 
obtained in four cases subjected to this treatment 
as marvellous. The first case reported by the 
author was that of an old man of 70, who had 
suffered from sciatica four weeks. Various 
remedies had been tried in vain. The administra¬ 
tion of 1 drachm of salophene per day caused the 
disappearance of the pains at the end of several 
days. A relapse having occurred, the same dose 
given for six days resulted in the permanent dis¬ 
appearance of the morbid symptoms. In the 
second case the sciatica had existed three weeks, 
and disappeared after six days* use of the salo¬ 
phene. In the third case the sciatica was first 
notably improved under the influence of the salo¬ 
phene, and afterwards disappeared completely 
after a continuance of the remedy. In the fourth 
case the sciatica was cured at the end of five days 
after the administration of 1 drachm of salophene 
per day. In none of these instances were any 
subsequent morbid phenomena observed by the 
author .—Journal de Medeeine de Bordeaux . 


Whooping-cough treated by Nasal In¬ 
sufflations. —Since Michael suggested this method 
of treatment, Moizard has employed, with great 
benefit, nasal insufflations of antiseptic powders. 
He uses this powder : 

ft' Benzoin (pulv.) ... 10 parts. 

Salicylate of bismuth ... 10 ,, 

Quinine (sulphate) ... 2 ,, 

The insufflations are made five times a day. In 
a week, and less, the accesses of coughing are 
reduced in number and intensity, and the cure is 
rapid.— -Journ. de Med . el Chir. Pratiques . 
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ON THE DIAGNOSIS AND TREATMENT 

OF 

CHRONIC GONORRHEA OR GLEET, 

By EDWARD COTTERELL, F.R.C.S., 

Surgeon, Out-patients, Lock Hospital; Surgeon, West 
End Hospital for Diseases of the Nervous System ; 
Surgeon, Cancer Hospital. 


In Two Parts.—Part I. 

A gleet can be defined as a chronic gonorrhoea. 
It is a very frequent sequela of the acute condition, 
and is always due to a definite pathological con¬ 
dition dependent on a long - standing chronic 
inflammation. A very large proportion of cases 
which come under the care of genito-urinary 
surgeons consist of cases of chronic gonorrhoea. 
The probable cause of this is that gonorrhoea is 
so frequently treated by the patient himself or by 
his friends, and it does not come under medical 
treatment until the chronic condition has lasted 
for some time. It is on account of the frequency 
and of the chronic nature of these cases that I 
will endeavour to recapitulate the symptoms and 
diagnosis of this troublesome complaint, as well 
as the method which I employ in curing the 
condition. 

The first thing to do in treating a gleet is to 
have a perfectly clear knowledge of what is giving 
rise to the symptoms from which the patient is 
suffering. This is not always done in the case of 
chronic gonorrhoea, because the conditions are not 
always thoroughly understood; and the discharge 
is treated by means of injections, copaiba, sandal¬ 
wood oil, bougies—in fact, quite empirically. 
When a patient comes to you with a gleet, it is 
first of all a good plan to find out whether the 
disease is situated either to the anterior or the 
posterior part of the urethra. A rough method of 
determining which part is affected is to get the 
patient to pass urine into two glasses. If the first 
part is clear, the anterior urethra will be healthy ; 
whereas if the second part is cloudy and contains 
Vol. IX. No. 17. 


pus or threads, the posterior part of the urethra 
will be found to be affected, and vice versa . 

The discharge from a gleet may be profuse, it 
may be scanty or may consist only of a morning 
drop, which the French call goutte militaire . 
Again, there may be no discharge at all, the only 
symptom being a few threads in the water, known 
generally by the name of tripper-ftiden . These 
threads consist of epithelial cells mixed with more 
or less pus. If the epithelial elements pre¬ 
dominate, the threads will float; but if they con¬ 
tain pus they will rapidly sink to the bottom of 
the containing vessel. 

The following is a fairly complete list of the 
pathological changes found in the urethra, any one 
of which may be the cause of a chronic discharge 
from that canal. 

1. Isolated superficial granular patches. 

2. Isolated granular patches, with inflammation 
of the submucous tissue, causing a more or less 
narrowing of the urethral canal—the co-arctations 
of Otis. 

3. Chronic inflammation of Littre’s glands and 
of the lacunae. 

4. Simple ulceration of the mucous membrane. 

5. Warts or mucous polypi in the urethra. 

6. Stricture. 

7. Urethral chancre. 

8. Chronic prostatitis. 

9. Chronic vesiculitis. 

10. Small abscess of the urethral wall. 

11. Tubercular ulceration. 

12. Contracted meatus. 

If we are to treat a gleet successfully we must 
diagnose what condition is present that is causing 
the discharge, and in order to do this it is neces¬ 
sary to be familiar with the urethroscope, an 
instrument which will be found useful in diagnosis 
as well as in the treatment of the disease under 
consideration. I do not wish to infer that occa¬ 
sionally a gleet cannot be treated without resorting 
to the use of this instrument; but I do maintain 
that the use of this instrument has enabled us to 
treat this disease upon a much more scientific 
basis, hy enabling us to recognise accurately the 
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pathological changes taking place in the urethra. 
The urethroscope or endoscope is practically a 
speculum for the urethra, and consists of a long 
tube which is illuminated by reflection from a 
small incandescent electric light. There are a 
variety of forms of this instrument on the market; 
but the one which is usually employed in this 
country is that manufactured by Leiter of Vienna. 
The method of examination:—To proceed with 
the urethroscopic examination, the patient should 
be placed upon his back with the pelvis raised 
and the legs hanging over the end of the couch. 
A tube is chosen about the size of 24 French; 
if the meatus will not admit this tube it should 
be incised. The tube, with its obturator, should 
be lubricated with glycerine, and passed until re¬ 
sistance is felt. If it be not intended to inspect 
more than the anterior part of the urethra the tube 
is only pushed down until it reaches the bulbous 
portion, when the obturator is removed, and the 
light attached to the tube. If, however, it is de¬ 
sired to examine the entire urethra, the outer end 
of the tube is lowered to a horizontal line, and 
gently pushed on more or less below that line, 
until the end of the tube glides along towards the 
bladder; this is, as a rule, a very painful pro¬ 
ceeding, and should be done under the influence 
of cocaine. A more simple means of passing the 
urethroscopic tube into the deep parts, consists of 
passing an ordinary soft bougie into the bladder 
and slipping the tube over it, and then with¬ 
drawing the bougie. A tube should be chosen 
according to the part of the urethra it is desired 
to investigate, because if it is only the anterior 
part of the urethra which it is desired to explore, 
it stands to reason that the shorter the tube the 
better the picture; so for the anterior part you use 
a short tube. For the posterior part of the urethra, 
however, it is not necessary to use a tube of more 
than five inches in length, because the body of the 
penis can be pushed well back by the disc of the 
tube, thus shortening the anterior part of the 
urethra. Upon applying the light a certain 
amount of mucus, &c., will be found at the end 
of the tube, which it will be necessary to wipe 
away with a little absorbent cotton wool before 
the mucous membrane resting on the end of the 
tube, and forming the urethroscopic picture, can 
be seen. Small holders are usually sold with the 
urethroscope for holding tufts of cotton w.ool; but 


it will be found much more convenient to use a 
piece of wood about the thickness of an ordinary 
wooden match and about four times its length, 
and which may be thrown away after use. 
When the obturator is withdrawn and the light 
attached to the tube, the urethra is examined by 
slowly withdrawing the tube, and any changes from 
the normal condition may then be noted. The 
kaleidoscopic pictures seen at the end of the tube 
are produced as the tube is slowly withdrawn, and 
are formed by the mucous membrane expanded 
around the edge of the tube. As the urethral 
walls naturally tend to collapse as the distension 
produced by withdrawing the tube proceeds, they 
converge together posteriorly, the whole forming 
a funnel-shaped figure, the centre of which is the 
collapsed lumen of the urethra. It follows, of 
course, that if a tube of too small calibre is used, 
instead of the cone-shaped picture, we only get a 
fold of the mucous membrane over the end of the 
tube, and under these circumstances it is not 
possible to accurately examine the condition of 
the mucous membrane. In order to overcome 
this, Fenwick has suggested ballooning the urethra 
by means of an inflator attached to a special form 
of urethroscope. This method of examination is 
occasionally useful, but personally I very seldom 
use it. The ordinary tubes supplied with an 
urethroscope are blackened inside. This is a 
mistake, as when these are used, the moist glisten¬ 
ing surface of the mucous membrane reflects the 
light thrown upon it, and it is only by studying 
these light reflexes that an accurate conclusion of 
the condition may be drawn. In order to avoid 
these reflexes, I use a tube of silver polished on 
the inner surface, and made with a special obtura¬ 
tor for easy introduction. By this means the 
light is thrown directly upon the mucous mem¬ 
brane, and its condition may be easily noted. 

It will be necessary to say a few words about the 
normal appearance of the urethra as seen by the 
urethroscope, in order that we may appreciate any 
changes produced by disease. 

The Prostatic Portion ,—The colour of the mucous 
membrane in this part is a deep red, and it appears 
in ridges which radiate towards the central lumen 
of the urethra, which is generally eccentric; the 
upper parts of these ridges are of deeper colour, 
and the furrows appear to have a bluish tint. The 
redness gets less as the apex of the prostate is ap- 
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proached. As the tube is withdrawn, the veru- 
montanum appears, generally suddenly, above the 
lower edge of the tube, and gives the lumen of 
the urethra at this point a saddle-shaped aspect, 
the concavity pointing downwards. The colour of 
the verumontanum is rather paler than the adjacent 
parts of the urethra, and one notices very often 
darker longitudinal stripes upon its surface. With¬ 
drawing the tube gradually, the colliculus may be 
seen to end either abruptly, or it may be prolonged 
along the floor of the urethra as a small ridge into 
the membranous portion. At the very highest 
point of the verumontanum, with a good light, a 
small longitudinal indentation may be seen, which 
appears as a small dark line ; this is the opening of 
the prostatic utricle. If it is possible to pass a 
wide tube into this part of the urethra, we can 
distinguish on each side of the verumontanum 
a furrow, partitioning off the verumontanum 
from the rest of the urethra. These are the 
prostatic sinuses. The prostatic ducts open into 
these sinuses, but one cannot distinguish th£se by 
the urethroscope. 

The Membranous Portion .—When the tube is 
gradually withdrawn into the membranous portion, 
the mucous membrane will be found to be much 
lighter in colour than that of the prostatic portion, 
and the lumen of the tube at the distal ends is 
saddle-shaped, but at the lower part it is either 
vertical or triradiate. 

The Spongy Portion .—The membranous urethra 
gradually verges into the bulbous part. The 
urethral mucous membrane gradually becomes of 
a lighter colour, or as may occasionally happen, 
the funnel shape of the urethra at the end of the 
tube suddenly becomes shallow, and folds of 
mucous membrane bulge into the end of the tube. 
This is due to the mucous membrane of the sinus 
of the bulb falling against the end of the tube on 
account of the calibre of the latter not being 
sufficient to expand it and keep it in the shape of 
a funnel. 

Withdrawing the tube a little more, the mucous 
membrane becomes more of a decidedly light pink 
colour, varying in different individuals, but 
generally corresponding in tint to the buccal 
mucous membrane of the subject One frequently 
notices white striae along the walls, the colour of 
which becomes lighter as the meatus is approached. 
The cone or funnel ends in a horizontal slit, which 


is divided at each end by the lateral folds. As 
we approach the glands this horizontal slit becomes 
gradually converted into a three-limbed figure, 
whereas at the meatus it is vertical. 

A great deal of what one sees depends necessarily 
upon the amount of illumination and the perfection 
of the urethroscope used, as well as upon the ope¬ 
rator, but with a little practice one can soon become 
quite expert with the instrument. With a strong 
light one can very often see the lacunae of Morgagni 
along the roof; they appear as small shallow 
depressions or little pits, but the openings of the 
glands of Littr£ are not as a rule visible in a healthy 
urethra. The mucous membrane will be seen to 
be moistened by a thin transparent mucus, which 
imparts a glossiness and lustre to the surface. 

Having made ourselves more or less acquainted 
with the appearance of the normal urethra as seen 
through the urethroscope, we now are in a better 
position to mark any changes which may be seen 
arising from pathological causes. For it is evident 
from what I have stated, that a really correct 
diagnosis of the cause of a chronic urethral dis¬ 
charge cannot be given without an examination by 
the urethroscope, much less can the treatment be 
satisfactorily carried out. 

The pathological conditions met with in chronic 
urethritis have been enumerated, and we may now 
describe their appearance as seen through the 
urethroscopic tube. 

1. Superficial Granular Patches . — These are 
usually found near the bulb; the mucous mem¬ 
brane of the part is of a deep red colour, 
gradually shading at the edges to the colour of 
the normal urethra. It has a granular velvety 
appearance, due to minute elevations, and re¬ 
sembles a ripe strawberry, with little lighter 
patches caused by minute shreds of tissue, con¬ 
sisting of epithelial scales and pus. These 
patches easily bleed, but, as a rule, are quite 
superficial, the calibre of the urethra not being 
impaired. 

2. Granular Patches , with Inflammation of the 
Submucous Tissue .—When first seen these resemble 
the superficial granular patches; but the infiltra¬ 
tion is deeper, the tissues under the patches are 
thickened, and therefore the diameter of the 
urethra is diminished at this point. On with¬ 
drawing the tube it is felt to be held, and the walls 
of the urethra are often found to be rigid and un* 
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yielding, owing to the inflammatory changes, so 
that the funnel-shaped urethroscopic picture is 
well marked. The colour at the edge of the 
patch ends abruptly. In the early stages the 
narrowing easily yields to the pressure of the 
urethroscopic tube, and even later on is easily en¬ 
larged by a bougie. When these patches heal 
they leave a pale bluish-coloured streak, which 
consists of scar tissue. If these patches entirely 
or nearly surround the canal they are very likely 
later on to give rise to a stricture by their con¬ 
traction ; in fact, gonorrhoeal stricture of the 
urethra is always preceded by this condition. 

Chronic Inflammation of the Glands of Littre or 
of the Lacunce of Morgagni .—These are frequently 
seen in chronic cases of urethritis; the lacunae will 
be found to be more abundant upon the roof and 
sides of the central part of the urethra; they are 
not, as I have said, very easily distinguished when 
normal, but when affected with chronic inflamma¬ 
tion they may be easily seen as a small round or 
oval depression about the size of a small pin’s 
head, the edges generally sharply cut, and the 
floor of a deeper colour than the surrounding 
mucous membrane. The mucous glands are 
generally seen on the floor of the urethra; when 
they become inflamed, pus may be seen exuding 
from the orifices. Those glands which are situated 
close to the meatus have very long ducts, and their 
openings may be seen on everting the mucous 
membrane of the floor of the meatus. Occasionally 
the orifices of some of these mucous glands be¬ 
come blocked and form small tumours under the 
epitheliuum; when viewed through the tube they 
appear like sago grains or semi-transparent pro¬ 
jections on the mucous membrane. 

Ulceration of the Mucous Membrane .—A loss of 
substance or ulceration is much less frequently 
seen than new formation, and is generally con¬ 
fined to the epithelium, partaking more of the 
nature of an erosion than an ulcer. Seen through 
the urethroscope these erosions appear as bright 
red, or, if covered with pus, as yellow depressions. 
They are very sensitive and painful. A lighter 
reddish zone will be noticed surrounding them, 
which is due to the inflammatory infiltration. 

Warts .—We occasionally see warts in the 
urethra, but they are generally limited to the 
first inch, and are most frequently noticed in 
connection with venereal warts round the glans. 


They are occasionally found, however, in the 
deeper parts of the urethra; they are sessile or 
pedunculated, and are frequently multiple. They 
rise up suddenly at the end of the urethoscopic 
tube, are of a light colour, and are very irregular 
in shape. 

Mucous Polypi .—These are found in the deep 
portions of the urethra, and may be seen as a 
bluish, round, smooth body, completely blocking 
the end of the tube, not easily bleeding. Very 
occasionally polypi of a more fibrous nature are 
seen growing from the floor of the membranous 
and prostatic urethra. They bleed easily, and may 
sometimes give rise to a very profuse haemorrhage ; 
they are usually pedunculated, and are of an 
elongated shape, fitting into the prostatic portion 
of the urethra, the free pointed end looking for¬ 
wards. 

Stricture . — Stricture per se does not produce 
gleet, but gleet is associated with some superficial 
lesion together with a stricture, and thus causing 
a chronic discharge. So we find that a very 
large number of cases of stricture are associated 
with gleet. The appearance of a stricture through 
the end of the urethroscopic tube depends a good 
deal upon its age, and upon its resiliency. One 
sees a white cicatrix, the edges of which are 
hard and unyielding : the extent and degree of 
this firmness may be easily demonstrated by the 
urethroscopic tube when the stricture is of large 
calibre. In the case of a narrow stricture the 
tube passes down to the face of it, and the opening 
of the urethra is usually seen as a dark spot placed 
eccentrically in the midst of a white patch of 
cicatricial tissue. 

Urethral Chancre .—A chancre of the urethra 
when seen through the urethroscopic tube, has the 
same appearance as a chancre outside the body, 
except that one only sees part of it at a time, 
owing to the small size of the tube. Chancres are 
confined to the first inch or so of the urethra. 

Chronic Prostatitis .—A chronic inflammatory 
condition of the prostatic urethra is a very frequent 
cause of gleet. It is often associated with a super¬ 
ficial granular condition of the mucous membrane, 
and is frequently accompanied by a chronic 
inflammatory condition of the posterior urethra. 
This deep portion of the urethra is very difficult 
and also very painful to examine by the urethro¬ 
scope. The difficulty is caused by bleeding, which 
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is very apt to be set up by the passage of the tube. 
This haemorrhage, however, unless it is very exces¬ 
sive, can generally be controlled by firm pressure 
with a tampon of wool; or, if this is not successful, 
one must mop out the surface with tincture of 
hazeline. After the bleeding has been controlled, 
a view may be obtained. The pain may be pre¬ 
vented by previously injecting a 5 per cent, solu¬ 
tion of cocaine into the deep urethra, or by passing 
the tube over a bougie in the manner previously 
described. 

The mucous membrane of the prostatic urethra 
in the inflamed condition, will be seen to be of a 
very deep red colour, with elevations and depres¬ 
sions which are filled with muco-pus; the veru- 
montanum is enlarged and very hyperaemic, and 
is of a purplish red colour. 

Chronic Vesiculitis .—There is nothing specially 
to be seen by the urethroscope in this condition, 
although it is occasionally a cause of chronic dis¬ 
charge from the urethra. It is usually the remains 
of some acute attack, and the symptoms, consist of 
pain on defaecation, feeling of weight and uneasi¬ 
ness in the perinaeum, and a chronic urethral dis¬ 
charge. In order to discriminate the discharge 
from the ordinary urethral discharge the patient 
must pass his urine into two glasses; the first glass 
will contain the washings of the urethra : the finger 
is then passed into the rectum and pressed on the 
vesiculae seminales, and if they are affected the 
second portion will be more opaque and will 
contain pus, in which, if examined microscopically, 
a few dead spermatozoa will be generally found. 

Abscess of the Urethra .—An abscess may occur 
in any part of the urethral wall, and may be the 
cause of a gleet. It is usually caused by inflam¬ 
mation of one of the glands of the mucous mem¬ 
brane, but it may be due to a traumatism. 

Tubercle .—Any of the above conditions may be 
associated with a tubercular deposit, or a gleet may 
be caused by tubercular ulceration. These cases 
are supposed not to be very frequent, but pro¬ 
bably occur more frequently than one imagines. 
It will be understood that the presence of tubercle 
cannot be demonstrated by the urethroscope, but 
it may be suspected when a chronic gonorrhoea 
does not yield to treatment. A microscopic exa¬ 
mination of the discharge and discovery of the 
specific tubercle bacillus will clench the matter. 

Contracled Meatus. —A large number of cases of 


long and persistent gleet are due simply to con¬ 
tracted meatus, and as one, before using the 
urethroscope, should always, in the case of a 
narrow meatus, incise it in order to get a tube 
of any large calibre to pass, it may be often 
found that the gleet is cured by the first sitting. 
The cure is not due to any special urethro- 
scopic treatment, but simply the effect of in¬ 
cising of the meatus. 

(To be.continued.} 
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Case of Recurrent Appendicitis. 


Mr. Barker remarked that the first case under 
notice illustrates a few points in the pathology 
and treatment of a disease of no small sur¬ 
gical importance. The patient is a tailor, 22 
years of age, whose history exhibits two note¬ 
worthy features. The first is habitual constipa¬ 
tion, the second periodical attacks of severe pain 
in the abdomen. The first attack came on about 
Christmas, 1895. The pain began across the lower 
abdomen, and in the course of two or three days 
settled in the right iliac fossa. At the beginning 
of the attack the patient vomited, and the abdo¬ 
men was tender in the region of the pain. The 
latter gradually disappeared. There were no rigors, 
and the patient does not think that he was feverish. 
He has had three attacks up to the present, the 
last being five weeks ago (early in April, 1896). 

On examination at the time of admission there 
was found to be some tenderness in the right iliac 
fossa, localised to a point close above and a little 
outside the centre of Poupart’s ligament. On 
palpation, an elongated, sausage-shaped tumour 
about the thickness of a little finger was felt in 
this situation. Somewhat hard to the touch, it 
extended downwards and inwards to within about 
one inch of the edge of the rectus sheath. This 
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tumour was excessively tender as it was made to 
roll beneath the finger. 

Under chloroform anaesthesia an incision was 
made two to three inches in the long axis of this 
tumour. Skin, subcutaneous tissue, and external 
oblique aponeurosis were divided, muscular fibres 
of internal oblique and transversalis separated with 
the handle of a scalpel in as limited a degree as 
possible, and finally the transversalis fascia and 
peritoneum picked up by forceps and divided on 
a director. The omentum presented, and on being 
drawn aside the caecum was at once found, and its 
junction with the vermiform appendix traced. The 
appendix was found greatly thickened, and curled 
in a circle upon itself, so that the distal end lay 
close against the caecum near to the proximal. It 
lay partly behind the caecum, and the coil was 
matted together by chronic inflammation. It was 
dissected clean by blunt-pointed scissors, and the 
appendix removed by a process that may be termed 
“ the sleeve and cuff method.” A circular incision 
was made through serous and muscular coats down 
to the mucous membrane, at the proximal end of 
the appendix. The tube of mucous membrane 
(cuff) was then drawn out from the caecum, 
ligatured, and cut through with scissors distally 
to the ligature. This at once retracted within the 
sleeve of muscular and serous coat, which was in 
turn ligatured over the stump of mucous coat. 
The abdomen was closed by medium-sized silk 
sutures, which embraced peritoneum, muscular 
wall, fasciae, and skin in their grasp, care being 
taken not to omit passing the needle through any 
one of these layers. Salicylic wool dressing was 
applied, and the wound was healed under one 
dressing. 

This case forms a well-marked clinical picture 
of the recurrent form of catarrhal appendicitis, as 
distinguished from the acute perforative form on 
the one hand, and the acute suppurative form on 
the other. In the former the symptoms are those 
of perforation of any hollow abdominal viscus, and 
marked by profound shock as in other abdominal 
crises, a condition to which Giibler applies the 
term peritonism. The symptoms of the acute 
suppurative form are those of an abdominal 
abscess. The incision in this case was directly 
over the tumour; in doubtful cases MacBurney’s 
line is used as a guide—a line that joins the 
anterior superior iliac spine to the umbilicus, the 


incision crossing this line at a point about one and 
a half inches from the spine, and lying parallel to 
Poupart’s ligament, lastly, it is in the recurrent 
form of appendicitis that a finger-shaped tumour 
is commonly found, which is a distended or thick¬ 
ened appendix, and may contain mucus or pus if 
very tender. 


Displaced Fibro-cartilage of Knee-joint. 


Our patient is a man engaged in fairly heavy 
work as railway porter. He is 38 years of age. 
Early in January of the year 1896 he was walking 
quietly, when he “ felt the inside of his knee give, 
as if there were a bone out of place.” The knee 
swelled, and he attended the out-patient depart¬ 
ment, being given a liniment to rub into the limb. 
It improved, and at the end of a fortnight he was 
able to get about with only an occasional sense of 
something slipping out of place for a minute or 
two on the inner side of the knee. He continued 
in this state of temporary inconvenience until 
April 24th, when, while quietly walking, he was 
suddenly seized with sharp pain in the knee, and, 
turning his foot inwards, he felt a sharp click as 
if some bone had slipped. Since then the knee 
has remained swollen, with considerable pain and 
throbbing in the joint. 

Last week his knee-joint was opened by a curved 
incision on the inner aspect, the convexity being 
directed downwards and lying over the upper 
border of the inner tuberosity of the tibia. On 
opening the joint the internal semilunar fibro- 
cartilage was found to be absent from its normal 
position, and curled up around the crucial ligament 
It was replaced by traction with a sharp hook, but 
on flexion and eversion of the leg the cartilage 
slipped back with a click; on extension it tended 
to regain its natural position, aided by the hook, 
as demonstrated to you at the time of operation. 
The cartilage was also twisted on itself. With 
the small sharp hook it was drawn out into its 
normal position, and firmly stitched by four fine 
silk sutures to the periosteum of the inner aspect 
of the head of the tibia. The capsule was then 
closed by rather coarser sutures, and finally the 
skin was united by a continuous silk suture. Sali¬ 
cylic wool dressing was applied. 

The wound has united by first intention, leaving, 
as you see, only a faint linear scar. Daily massage 
will now be employed, and in a week’s time the 
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patient will be sitting up in a chair bending his 
knee. 

The case illustrates that the inner fibro-cartilage 
is the one more commonly displaced, and that by 
trivial violence with the knee semi-flexed. In 
this case, as in two others operated upon quite 
recently, the cartilage was not merely laterally 
displaced, but actually twisted on itself, and curled 
up around the crucials in the centre of the knee- 
joint 

Fractured Patella. 

At the present time we have two cases of 
fractured patella lying in adjacent beds, which 
admirably illustrate two widely different methods 
of treatment. 

With regard to the history of the accident and 
mechanism of the fracture there was little difference 
in the two cases. In both cases there was a slip 
and a fall; but the probability is that in both 
cases the fracture was due to a powerful reflex 
muscular contraction of the quadriceps femoris 
rather than to violence directly applied to the 
bone itself. In other words, it was the violent 
effort to prevent, or to recover from, the fall, rather 
than the direct blow itself, that broke the knee¬ 
cap. And this is generally the case in transverse 
fractures of the patella. In one case the upper 
fragment was quite small, only about one-sixth of 
the bone being broken off; in the other case the 
line of fracture divided the bone into nearly equal 
parts. 

The two cases differ in that one is a recent 
fracture and the other dates from six months ago, 
the patient having meanwhile been treated by the 
so-called expectant method, but both have now 
been submitted to operative treatment. 

In the case of a recent fracture, as illustrated by 
the man in bed 9, the standing orders are that the 
patient is immediately made ready for operation, 
the skin being shaved, cleansed, and disinfected as 
for a major operation on the knee. As soon as 
practicable an anaesthetic, preferably chloroform, 
as administered, and the fractured bone subcu¬ 
taneously wired by Mr. Barker’s method.* This 
consists briefly in making a longitudinal incision 
through the skin about a third of an inch long at 
the lower margin of the lower fragment, and a 

* For a full account of this method see * Brit. Med. 
Journ.,’ April 18th, 1896. 


similar incision at the upper margin of the upper 
fragment. A stout curved handled-needle, like a 
pedicle needle, is then passed through the lower 
incision, behind the two fragments, and made to 
project through the incision above the upper frag¬ 
ment. It is threaded here with stout silver wire, 
and withdrawn through the lower incision and 
unthreaded, so that a wire is left passing through 
the joint behind the two fragments, the ends 
emerging through the upper and lower incisions. 
The needle unthreaded is now passed through the 
lower incision and in front of the two fragments, 
between them and the skin, and made to project 
through the upper incision, where it is threaded 
with the end of the wire that remains in this 
situation. The threaded needle is then withdrawn 
through the lower incision and unthreaded, so that 
now a complete loop of wire embraces the two 
fragments, and the two ends of the loop pass out 
through the lower incision. Care is taken in the 
first instance to make the puncture and counter¬ 
puncture in the median (longitudinal) line of the 
patella, so that accurate apposition and firmest 
mechanical union may be effected. The next step 
in the operation is to firmly rub the two fragments 
together until the bones are felt to grate, by which 
means blood-clot or displaced periosteal fibres are 
removed from between the bony surfaces, and any 
blood or effusion in the joint is simultaneously 
squeezed out. The anterior wire is then drawn 
firmly down and the posterior firmly upwards by 
the help of two metal handles, whilst the fragments 
are firmly and accurately apposed. Two or three 
twists then not only secure the fragments, but 
actually press them closer together. The ends of 
wire are cut off short, and then pressed down 
against the bone away from the skin. The wire is 
left permanently around the bone. No splint is 
used after the patient has rallied from the anaes¬ 
thetic. Massage is commenced on the fifth day, 
and the patient allowed to bend the leg as soon 
as he feels inclined. 

The patient in bed 10 fractured his patella in 
November (1895) whilst crossing a railway line. He 
was admitted to Rugby Hospital, and the limb was 
placed on a “ Middlesex splint ” to approximate 
the fragments. Union apparently did not take 
place, and he left the hospital in February of the 
year 1896. When admitted to this hospital there 
was a separation of one inch between the fragments. 
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with the limb extended ; on flexion of the knee to 
a right angle this was increased to three and a half 
inches. There was no power of extending the 
joint, and the limb could not be raised from the 
bed with the knee extended. 

Obviously in such a case the subcutaneous 
method of wiring the patella would fail to effect 
union, since the fractured surfaces would need 
freshening. Accordingly under gas and ether 
anaesthesia a curved incision was made with its 
convexity upwards , just touching the lower margin 
of the upper fragment of the patella when this was 
pulled down. Laterally the incision passed on 
either side of the lower fragment. The incision 
was deepened so as to raise a flap containing the 
subcutaneous tissues and pre-patellar bursa and 
synovial membrane of the knee-joint. The fibrous 
tissue on the lower extremity of the upper fragment 
was raised with the flap. With a pair of volsellum 
forceps the upper fragment was held steady, whilst 
the fractured surface was freshened by sawing off 
a strip of bone about inch wide. Similarly, the 
lower fragment was steadied and freshened. A 
stout silver wire was then passed by a large pedicle 
needle around the fragments by a similar process 
to that described for the patient in bed 9. The 
wound was dried by sponge pressure, and the flap 
stitched back in place by silk sutures. An ice-bag 
was temporarily applied to the knee-joint.* 

The reason for making a curved flap as just 
described is twofold. In the first place, the scar 
being above the patella will not be subjected to 
painful pressure in kneeling; in the second place, 
by peeling all the fibrous tissue from between the 
fragments and from their opposing surfaces, and 
raising this with the flap, one is able to afford a 
good soft pad to cover over the front of the 
patella. 

Perforated Gastric Ulcer. 

The leading features of this case can alone be 
briefly alluded to. The patient is a robust country 
girl 24 years of age, housemaid in a London house. 
She had for the last six or seven years suffered from 
a double inguinal hernia, for which she had worn 
a truss that did not fit her too well. On June 12th 
she went to bed feeling quite well, but (contrary 
to her usual custom) took off the truss before getting 

* This patient left the hospital on July 8th, twenty-five 
days after the operation, able to walk quite comfortably. 


into bed. As she was turning in bed she was 
seized with severe pain in the right groin, and 
found that the rupture on that side had come 
down. She pushed it back, but the pain increased. 
She w'as seen at 11.30 p.m., and morphia given for 
the pain. There was no collapse, no vomiting, 
but absolute constipation, no flatus being passed* 
Next morning her temperature had risen to ioi°, 
and her immediate admission was advised to the 
hospital. On admission her temperature had risen 
to 102*2°, pulse 136, low tension but regular, with 
the exception of a beat occasionally dropped. Pain 
was severe, but there was no prostration. Abdomen 
slightly distended and resonant. No dulness in 
the flanks. Abdomen moved with respiration,, 
and was very tender, especially over each inguinal 
canal. Gurgling of fluid was felt on palpation 
over right ring. No vomiting ; legs not drawn up. 
Absolute constipation. Vaginal and rectal exami¬ 
nation revealed nothing abnormal. At the time 
of operation liver dulness was found obliterated. 

The possibility of a strangulated hernia reduced 
en masse being considered with very many other 
possibilities, it was decided to open the abdomen 
without delay. A four-inch incision was made 
over the right rectus, parallel to the linea semi¬ 
lunaris, extending down to external abdominal 
ring. A quantity of turbid semi-viscid fluid welled 
out- from the pelvis; but nothing abnormal was 
found in rings, peritoneal fossae, around caecum,, 
or in the intestines or pelvic organs. On passing 
a sponge upwards towards the liver a gush of gas 
revealed the nature of the case; and a second 
incision five inches long was forthwith made, ex¬ 
tending downwards in mid-line from tip of ensi- 
form. A small perforation was found at the right 
extremity of the anterior wall of the stomach. 
All the pockets of peritoneum were systematically 
sponged dry by flat sponges, and the space be¬ 
tween the liver and diaphragm wiped clean from a 
thick deposit of lymph. The perforation was then 
closed by a double row of fine silk sutures applied 
by Lembert’s method. The lower incision was 
completely closed by silk sutures; the upper in¬ 
cision was closed at its extremities, but four strands 
of iodoform gauze were employed as drains, and 
the ends passed out through the middle of the 
upper incision. The patient was considerably 
collapsed after the operation, but rallied to the 
usual restoratives, and was able to be moved t<> 
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the ward from the theatre one hour after the 
operation was completed. Feeding by the mouth 
was employed from the very first, being supple¬ 
mented by peptone suppositories every eight hours, 
alternating with enemata of Jiijss of hot water and 
3ss of brandy also every eight hours. By the 
mouth she was allowed 3ij every two hours of a 
mixture containing the white of an egg beaten up 
with Jij of hot water and Jss of brandy. The 
day after operation there was some vomiting, and 
again the following afternoon, and four times on 
the third day. On this day the gauze strips were 
partially loosed. On the fourth day enemata 
were no longer retained, so the white of egg 
mixture was given, 3iij every two hours, pep- 
tonised meat suppositories being given every four 
hours instead of every eight. Two of the gauze 
strips were removed and fresh ones inserted. On 
the fifth day white of egg mixture was given, Jj 
every two hours, and a ^x enema of hot water 
given per rectum ; the remaining gauze strips were 
loosened on this evening. On the sixth day white 
of egg mixture \va? given as before, and alternating 
with this Jss of milk was given by the mouth 
every two hours, so that food was now given 
every hour by the mouth. On the seventh day 
the white of egg mixture was replaced by an egg 
mixture containing yolk as well as white of egg. 
The remaining gauze drains were removed and 
replaced by fresh strips. The bowels were first 
satisfactorily opened on the ninth day after opera¬ 
tion. There was no more vomiting after third 
day. Chicken broth and Benger’s food were 
allowed on the tenth day. From this time con¬ 
valescence has steadily improved. 

The noteworthy features in this case are—(1) 
The entire absence of symptoms of collapse on the 
occurrence of perforation. (2) The reference of 
the pain to the seat of hernia. (3) The systematic 
dry sponging of the peritoneum in preference to 
irrigation. (4) The collection of lymph between 
the liver and the diaphragm—a by no means 
infrequent cause of subphrenic abscess after gastric 
ulcer. (5) The graduated feeding by the mouth 
immediately after operation. 


PARALYSIS AGITANS AND SENILE 
TREMOR. 


BY 

J. S. RISIEN RUSSELL, M.D., M.R.C.P., 

Research Scholar to the British Medical Association; 
Senior Assistant Physician to the Metropolitan Hospital; 
and Pathologist to the National Hospital for the 
Paralysed and Epileptic, Queen Square, London. 


Apart from the interest connected with certain 
rarer features in the case of paralysis agitans about 
to be recorded, an accurate prognosis in senile 
tremor depends so definitely on an accurate diag¬ 
nosis between this condition and paralysis agitans,. 
and prognosis is further of such moment in this 
connection, that I feel justified in recording these 
two cases together, the one of paralysis agitans and 
the other of typical senile tremor. 

Case 1.—J. P—, set. 56 years, female, single, was 
kindly transferred to me by my colleague, Dr. 
Cautley, at the Metropolitan Hospital. She first 
noticed tremor in her left hand two and a half 
years ago ; it has since become much more marked, 
and the right side has become similarly affected. 
The only cause that she can ascribe for the illness 
is hard work as a milliner; she used to work 
“ overtime ” for a great many years, and was always 
anxious to get as much done as possible. She 
had never met with any accident, or received a 
blow on the left arm, nor had there been any 
mental shock or particular worry. She always 
enjoyed good health, and had not suffered from 
influenza or any other serious illness. There is 
nothing noteworthy in her family history, except 
that her mother had a “ fit,” and was unconscious 
for three days before she died. 

The patient now presents the typical picture of 
a person suffering from paralysis agitans, and there 
are present in addition.certain rarer features occa¬ 
sionally met with in this condition. There is a 
want of facial expression, the face being mask-like 
and the features immobile. All attempts to carry¬ 
out facial movements are slow and imperfect. 
There is a constant up and down movement of 
the lower lip, which is also alternately protruded 
and retracted, and the skin of the chin is wrinkled. 
These movements evidently depend on the action 

Digitized by Google 


266 The Clinical Journal.] 


DR. RISIEN RUSSELL—PARA LYSIS. 


(Feb. 17,1897. 


of the levator labii inferioris and the depressor labii 
inferioris, and the up and down movement of the 
lip is accentuated by a similar movement of the 
lower jaw brought about by the action of the 
masseters and temporals, which muscles can be 
distinctly felt to be contracting and relaxing in 
moderate degree. The movement of the lip is 
fairly continuous when the patient is not speaking, 
but ceases immediately she begins to talk. Ano¬ 
ther unusual tremor present in this case is an up 
and down movement of the upper eyelid when the 
patient attempts to close the eyes, or to frown; 
directly the lid is lowered the tremor commences, 
and is strictly limited to the levator palpebrae 
superioris. There is no oscillation of the globes, 
the ocular movements are all intact and carried 
out smoothly, and there is no nystagmus. The 
pupils are equal and respond normally. In speak¬ 
ing there is a tendency for her to utter the words 
rapidly after commencing slowly ; syllables are 
run together. No defect can be detected in con¬ 
nection with aay of the cranial nerves except those 
already alluded to. 

She stoops, and her head is bent forward, the 
attitude being that of a person about to move or 
fall forward. When standing she has a subjective 
feeling that she is about to fall backward, but 
“ retropulsion ” and “ propulsion ” are only mode¬ 
rately marked. The patient complains of pain 
at the upper part of the spine in the neck, across 
the shoulders, and down the arms to her elbows, 
but there is no subjective feeling of stiffness in 
these parts. 

Her arms are partly flexed at the elbow, with 
the forearms across the front of the lower part of 
the trunk. There is constant movement of the 
thumb on the fingers as if some object were being 
rolled between them, and in addition pronation 
and supination movements of the forearm. These 
tremors were more marked on the left side when 
she first came under observation a year ago, but 
there is very little difference to be detected be¬ 
tween the two sides now. Any voluntary move¬ 
ments of the superior extremities arrest the tremor 
temporarily. The grasps are feeble. The patient 
experiences difficulty in commencing to walk, and 
in turning round, but she can stop fairly well if 
arrested suddenly. Her mode of progression is 
by means of short, quick, shuffling steps after she 
is once really in motion (“ festination ”). The 


lower extremities are not rigid, $nd there is no 
obvious tremor in them, but they are wanting in 
power. The knee-jerks are very readily elicited, 
and are as nearly as possible equal. There is no 
ankle clonus. Her organic reflexes are normal, 
with the exception of some loss of control over 
the sphincter of the bladder. There are no sen¬ 
sory defects. Her psychical processes are intact. 
The thoracic and abdominal viscera are normal. 

Case 2 .—A. B—, aet. 6o years, male, married. 
The patient plays the violin, and first noticed 
tremor of both hands, and a tired feeling in them 
when playing, as long ago as three years before he 
came under my observation. His friends noticed 
tremor of his head two years later, but he himself 
only became aware of its existence three weeks 
before I saw him. He became aware of the 
tremor of the head owing to the difficulty he ex¬ 
perienced in reading in consequence of it. There 
has been no headache, and no stiff feeling or pain 
about his neck and shoulders. His speech has 
not become altered in any way. Anxiety and hard 
mental work were the only possible causes that 
could be assigned for his illness. There is no 
hereditary taint, neurotic or otherwise, and the 
patient has himself enjoyed excellent health, with 
the exception of an attack of bronchial catarrh 
and congestion of the left lung five weeks before 
he consulted me. 

He presented constant to and fro rotatory 
tremor of the head on the trunk, the tremor being 
fine, and the range of movement limited. There 
was no loss of facial expression, nor was there any 
tremor of the facial muscles. All facial move¬ 
ments were carried out normally. Speech was 
perfectly natural. The head was not bent for¬ 
ward, and there was no undue inclination of the 
upper part of the spine in the same direction. 
There was no rigidity or fixed position of the arms 
and hands, and these parts were entirely free from 
tremor Of any kind while they were kept at rest, 
but any voluntary movement, even slight in de¬ 
gree, sufficed to evoke a fine general tremor of the 
hands and arms. This tremor did not partake of 
any of the rolling movements between the thumbs 
and fingers, or of pronation and supination move¬ 
ments of the forearm. There was no tremor of 
the trunk or inferior extremities, and the latter 
were quite free from any rigidity. The attitude 
was in no way altered, and the gait was perfectly 
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natural. There was no muscular paresis or rigidity, 
and the tendon reflexes were normal. The neck 
muscles all responded normally to electrical 
stimuli. The thoracic and abdominal viscera pre¬ 
sented no special features worthy of note. 

Remarks .—The want of facial expression, at¬ 
titude, position of arms, and character of the 
speech, tremor, and gait in the first case, make 
up a clinical picture difficult to mistake for any 
disease other than paralysis agitans. Of the rarer 
features of the case, the up and down movement of 
the lower jaw, consequent on the action of the mas- 
seters and temporals, is more frequently met with 
than either of the other two facial tremors. The 
up and down movement of the lower lip, brought 
about by the action of the levator labii inferioris 
and depressor labii inferioris, is very rare, though 
the condition has been met with by Westphal. 
The similar movement of the upper eyelid, re¬ 
sulting from the action of the levator palpebrae 
superioris, is still more rare; indeed, I am not 
aware that an instance of this precise tremor has 
been recorded. Gowers speaks of having met 
with tremor of the orbicularis palpebrarum once ; 
but in this case the orbicularis takes no part in 
the tremor, which is confined to the levator pal¬ 
pebrae superioris. 

Loss of control over the sphincter of the 
bladder, moderate in degree, is occasionally met 
with in advanced cases of this disease, but not 
commonly to the same extent as in this case. 

The second case is equally typical of a different 
condition, viz. senile tremor. There are but two 
positive signs present in this clinical picture, the 
evidence on which the diagnosis rests being in 
major part negative in character, features whose 
presence would have pointed to the existence of 
paralysis agitans, and whose absence negative this 
view. The two positive signs are, of course, the 
tremor of the head and that of the superior ex¬ 
tremities. Tremor of the head is much more 
frequent in senile tremor than in paralysis agitans. 
It usually develops early, and may be the initial 
tremor in such cases. The rotatory movement of 
the head is worthy of note in that it is not the 
form of tremor of the head usually met with in 
paralysis agitans, though Gowers once met with it 
in this condition. The tremor of the superior 
extremities was only present on voluntary move¬ 


ment, which is in accordance with what is usually 
met with, at any rate in the earlier stages of 
senile tremor, as opposed to the state of things 
which usually obtains in paralysis agitans, in which 
condition the tremor is present during repose, 
and ceajses, it may be only temporarily, when 
any voluntary movement is being carried out. In 
addition to the fact that the character of the 
tremor is different to that seen in paralysis 
agitans, it is worthy of note that it commenced 
in both superior extremities at the same time, as 
is common in senile tremor, whereas in paralysis 
agitans the tremor almost always commences on 
one side. The negative evidence on which the 
diagnosis further rests is to be found in the fact 
that facial expression was intact, the speech was 
in no way altered, there was no fixed attitude, 
the gait was normal, and there was no muscular 
enfeeblement or rigidity. 

That senile tremor is not separated by any con¬ 
siderable gap from paralysis agitans is obvious 
from many considerations, and there are cases, 
intermediate in character, which serve to link 
the two conditions together more or less ; but 
at the same time cases at the two extremes differ 
so widely in their progress and ultimate termination 
that it is all-important that we should attempt, as 
far as possible, to relegate to one or other category 
any case of the kind on which we have to express 
an opinion. The patient with senile tremor may 
continue to lead a useful life without serious in¬ 
convenience to himself or others, while the un¬ 
fortunate subject of paralysis agitans is doomed 
to much discomfort, and while the end may be 
far off, the period which separates him from it is 
one of progressive enfeeblement and inability to 
follow the ordinary pursuits of life. To be able, 
in any given case, to foretell what the future is 
likely to be, and to prevent the subject of senile 
tremor from relinquishing, it may be at great 
sacrifice, this or that post on which his livelihood 
depends, is a point of no small moment. Although 
it is equally important to be able to give a correct 
prognosis in a case of true paralysis agitans, yet 
any mistake from being too sanguine is not likely 
to be attended with such serious consequences as 
may attend a too gloomy prognosis in a case of 
senile tremor. 
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HICCOUGH. 


(From The Indian Lancet , Jan. 16th, 1897.) 


I was led to the consideration of hiccough by 
some strange experiences in my jail hospital little 
more than two years ago. I entered into that 
heritage of woe in April, 1892, at the time when 
an epidemic of influenza was wearing to its close, 
and for the first three or four months I had little 
or no trouble with the health of the prisoners, but 
in August and September I had a most anxious 
time with a large number of cases of obstinate 
remittent fever and dysentery. Fully 16 per cent, 
of the convicts were on the sick list, and the 
majority were suffering from anomalous remittent 
fever. 

I had the men well under observation, for most 
of my time was spent in hospital, and I was struck 
by the fact that several of the worst cases of remit¬ 
tent fever were attended by attacks of hiccough— 
attacks which alarmed me by their persistence 
and by the evident exhaustion they induced, so 
much so that my rather callous and unobservant 
assistants came to attach a very grave prognosis to 
the symptom. Two of these cases ended fatally, 
and I may say here that post-mortem examination 
gave the accustomed picture of death after remit¬ 
tent fever, besides great engorgement of the lungs. 
There was clot in the right heart and in the 
pulmonary artery; nothing abnormal about the 
stomach or its contents. One case that did not so 
end particularly impressed us. 

An apparently healthy convict of more than 
average physique was employed as a sick-nurse in 
hospital. At lock-up he went off duty, ate his 
evening meal, and was marched to a different 
barrack, making no complaint of feeling ill. Some 
three or four hours later, when all was still, he 
rose from his bunk and walked down his barrack 
to the urinal, when suddenly he gave a cry, reeled, 
and fell down, and was found to be quite uncon¬ 
scious by the Lumbardars, who reported the 
occurrence and had the man transported to 
hospital. I saw him at 11 p.m., and found him 
unconscious, somewhat livid, with a quick bound¬ 
ing pulse, a temperature of 103°, quick, somewhat 
stertorous breathing, and most alarming hiccough. 
We managed to empty his stomach by an emetic, 


and his bowels with an enema. He was blistered 
over the epigastrium, and the back of his thorax 
was counter-irritated with mustard, and I may say 
at once, without further detail, that two days later 
he left hospital to complete his convalescence in a 
less crowded barrack. The idea of ptomaine 
poisoning in this and other cases struck me, and I 
looked for light and leading among the authorities, 
but the oracles were dumb or mumbled inco¬ 
herently. Files of medical journals also, when I 
got access to them, only taught me that others had 
been puzzled by this symptomatic spasm, and as 
is nearly always the case, where pathology is 
weakest, therapeutic fancy flourishes amazingly, 
and nearly every drug in the Pharmacopoeia (not 
to mention all kinds of gymnastic postures) has 
served as a weapon in the hands of the kindly 
souls who respond to the queries in the “hard 
cases” at the tail ends of the papers. It often 
seemed to be a case of trying one or more of the 
mysterious and obscure drugs that no one ever 
uses, but which are like the “ fly in amber,” and 
which seem to maintain their places through 
successive editions of the ‘ Pharmacopoeia,’ in spite 
of the law of natural selection. 

Among the most amusing and instructive hints 
I got, I found in Plato’s ‘Banquet.’ I was re¬ 
cruiting my wasted energies in a boat on the 
Ganges at Narora, with Scott’s pocket volume in 
my hand, and if you will bear with me for a moment, 
I will read you what the sage Eryximachus pro¬ 
pounds :— 

“ Aristodemus told me it came next in turn to 
Aristophanes to speak, but whether from repletion,, 
or whatever else was the cause, he happened to be 
seized with a fit of the hiccoughs, and consequently 
became unfit for speech-making, upon which, as he 
sat next to Eryximachus, the physician, he ad¬ 
dressed him thus : * Eryximachus,’ says he, * it is 
only fair that you should either cure my hiccoughs, 
or speak in my turn till they have left me.’ To 
which Eryximachus replied, ‘ Well, I will do both. 
I will speak in your turn, and you, when your 
hiccoughs are gone, shall speak in mine ; and while 
I am speaking, if you will hold your breath for a 
considerable time, your hiccoughs will perhaps 
have an end. Should they continue, notwith¬ 
standing, then gargle your throat with water \ but 
if they are very obstinate, take some such thing as 
this feather, and tickle your nose till you provoke- 
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a sneezing. When you have sneezed once or 
twice, your hiccoughs will cease, be they ever so 
violent.* ‘ As soon as you begin your speech,* 
says Aristophanes, ‘ I shall set about doing what 
you bid me.’ And I may say that the result fully 
sustained the physician’s reputation.” 

I hope to show you the rationale of these 
successful suggestions in the course of some 
necessary recapitulation of the physiology of 
respiration, for we have to do with an inspiratory 
spasm of the diaphragm which is facile princeps , 
the motor organ of respiration ; and it is a point 
of importance to note that in all cases of severe 
hiccough complicating an impaired function of the 
respiratory apparatus, and in most cases attendant 
on derangement of the stomach and intestines, 
the muscles of extraordinary respiration act 
simultaneously with the diaphragm. 

First, we may note that although the first trace 
of a muscular partition between thorax and abdo¬ 
men is met with in Urodeles, and that these indi¬ 
cations are much plainer in crocodiles and birds, 
yet the complete diaphragmatic division does not 
exist in the scale of animal life below the 
mammals. Next, as regards the idiosyncrasy of 
the action of this muscle, in normal breathing, it 
may be said to stand by itself, in that being 
functionally an involuntary muscle it is directly 
under the control of the will. In normal breath¬ 
ing it undergoes a sort of tetanic contraction (not 
what physiologists call a ‘‘simple muscular con¬ 
traction ”), while in hiccough, which we regard as 
a derangement, there occurs really a simple single 
contraction, such as is elsewhere the rule in 
voluntary muscle. (Landois and Stirling.) I 
must now briefly draw your attention to the chief 
nervous connections of the (double) respiratory 
centre. 

The vagus, superior laryngeal, and fifth are the 
afferent nerves in most intimate relation with the 
respiratory acts, and the Glosso-pharyngeal nerve is 
an inhibitory nerve of breathing, which comes into 
play in this direction at the commencement of 
deglutition, and we may now see the modus 
operandi of the drinking, sneezing, and gargling 
“cures.” “And so it is also of good signality, 
according to that of Hippocrates, that sneezing 
cureth the hicket ” (Browne, ‘ Vulgar Errors ’). I 
would also remind you of what Burton says in his 
‘Anatomy of Melancholy * (p. 549): “He shall 


be a Knight, a Baron, or by some false accusation, 
as they do to such as have the »hickop, to make 
them forget it.” This illustrates the “minus” 
influence of the higher cortical centres. 

It is to be noted that Marckwald found that by 
modifying the intensity of shocks to sensory nerves, 
we could call forth reflexly an inspiration or an 
expiration independently, and that the inspiratory 
centre was dominant and far more easily called 
into play than the expiratory. Foster confirms 
this, and gives an instructive experiment on a 
rabbit If the lungs are inflated repeatedly, with¬ 
out any attempt to draw out the air after each 
inflation (what is called “ positive ventilation ”), 
the result is that inspiratory efforts are diminished, 
and, if ventilation continues, they may cease al¬ 
together. If, however, air is repeatedly sucked 
out of the lungs without any countervailing inflation 
(“negative ventilation”), the inspiratory efforts 
increase, and may be such as to bring the dia¬ 
phragm to a state of tetanic spasm. In the same 
way collapse of the lung develops inspiratory 
efforts, the vagus being the instrument of com¬ 
munication with the respiratory centre. Again, as 
regards blood changes in the lungs— 

1. Anything which diminishes the circulation in 
the medulla oblongata (failing heart), 

2. Warming of the blood above normal (fevers), 

3. Venosity, imperfect aeration (failing heart 
and lungs)—all tend to induce inspiratory efforts 
in excess, and while the centre is affected by venous 
blood it (the centre) is, until exhaustion set in, 
more irritable and more easily and largely affected 
by afferent impulses than its normal condition. 
During dyspnoea, a stimulus, which, if applied to 
the vagus or other sensory nerve under normal 
conditions, would produce little or no effect, may 
start very powerful inspiratory movements. (Refer 
to Cheyne-Stokes’ respiration). 

4. Finally, conditions of the blood other than 
variations of the amounts of O and C 0 2 may 
materially aflect the working of the respiratory 
centre. The “ breathlessness ” caused by muscular 
exertion is not solely, nor chiefly, due to the 
venosity of blood caused by changes in active 
muscle (Foster and Lagrange). The latter brings 
strong evidence to bear in favour of an auto- 
toxication (breathlessness and painful stiffness of 
muscles are common to fevers and to unac¬ 
customed exercises); the combustion of muscular 
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work (and the muscles are more than organs of 
locomotions, they are “ glands ”) produces pro¬ 
ducts of dissimilation, which alike destroy the 
quality of irritability of a muscle, and produce a 
kind of systemic poisoning. If we inject into the 
muscles of a healthy frog a solution made from 
finely powdered fatigued muscle, the frog’s muscles 
lose their irritability and refuse to contract. Alike 
in fevers and unaccustomed exercise we have a 
condition of uricacidaeraia, which has certain 
striking analogies to an attack of lithaemia, and I 
would refer to Gautier’s work on the products of 
muscular dissimilation (Acad, de Med., January 
15th, 1886), which he classes as toxic alkaloids 
under the name of “ leucomaines.” An interesting 
practical demonstration of the foregoing statements 
is open to each one of us who cares to study 
the phenomena of “ breathlessness ” from running. 
The normal respiratory rhythm is quite altered 
from 10 to 12 to about 13 to 5; inspiration is 
prolonged, expiration is shortened. The lungs 
are face to face with a double task, the necessity 
of eliminating C 0 2 and other products of muscular 
action, and they also have to cope with increasing 
vascular engorgement due to rapid heart action, 
and this, as we shall see, is met by the partial 
vacuum, or negative pressure caused by inspira¬ 
tion. In the most advanced stages of breath¬ 
lessness, “ dyspnoea,” we see no longer quickened 
respiration, but imperfect, half-finished respiration, 
interrupted by stoppages, inspiratory efforts, hic¬ 
cough, and finally total arrest of movement. 

My point so far has been to present a clear 
picture of the respiratory mechanism and its com¬ 
plicated reflex connections, and to remind you of 
the chief pathological conditions which react 
specifically upon the respiratory centre. Any one 
that looks into the literature of hiccough, consisting 
as it does almost entirely of clinical notes recording 
the occurrence of this spasm in the course of other 
derangements, will see that it is associated with— 

1. Fevers, specific or symptomatic. 

2. Pneumonic congestions or consolidations. 

3. Gastric or intestinal derangements, including 
“gout.” (Included in above are toxaemic states, 
uraemia, ptomainaemia.) 

4. Hysteric hiccough, which nearly always arises 
in conjunction with some dyspepsia and the anaemia, 
which involves deficient oxygenation, and puts this 
class into 2, 3 supra. 


But after what has gone before, I shall be under¬ 
stood if I say that, given a case of hiccough, we 
shall be justified, in ninety-nine cases out of a 
hundred, in making two classes only, and looking 
either to the lungs or the gastro-intestinal tract, for— 

1. As to fevers: these are, in nearly all cases, 
complicated by (or a part of) some derangement 
of the lungs or gastro-intestinal tract, though we 
must not lose account of the nerve-force impair¬ 
ment and the alkaloidal toxication by products of 
dissimilation, which affect the respiratory centre 
in the manner previously indicated. 

2. As to lung derangements of gravity, especially 
with a febrile condition superadded, we can see 
how the various factors previously enumerated 
come into play; the lessened force of circulation 
in the medulla oblongata, dependent on an over¬ 
worked heart, deteriorated by fever, the excessive 
heat of the blood, the imperfect oxygenation, the 
obliteration of alveolar space (equivalent to 
collapse) due to stasis and “ logging.” 

3. As regards the gastro-intestinal tract: hic¬ 
cough in its mildest post prandial form, as well as 
in its more persistent demonstrations, is associated 
with distension with gases of fermentation, either 
subsequent to imperfect digestion, or to paresis 
of the intestine. (Dehio’s case, ‘ Berl. klin. 
Wochenschr.,’ June 3rd, 1889.) 

Dilatation of stomach and catarrh—hiccough set 
up by distending the stomach with C 0 2 . 

Gairdner, in discussing what is called “ gout on 
the stomach,” says: “ Very obstinate hiccough is 
a frequent attendant of this form of gout; it often 
comes on after sudden suppression of the urates 
by the kidneys,” which agrees with what I have 
said regarding dissimilatory toxication, for we also 
know that hiccough is not an uncommon associa¬ 
tion with other effects of uraemia in Bright’s disease 
(Fagge, vol. ii, p. 619); and we have indicated 
the true meaning of the “breathlessness” of 
muscular exertion, as depending not only on the 
demands of the blood to be freed from COjj, but 
also, in great measure, upon the uricaemia thus 
induced. 

Further, Bouchard (recent Medical Congress, 
Rome) shows, and I quote his own words, that 
“the fever of indigestion, when too much food has 
been taken, or when the digestive process is 
sluggish, a meal is followed by a rise of tempera¬ 
ture, either owing to greater energy of glandular 
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activity, or to an influence exerted on the nervous 
system by products of imperfect digestion; this is 
the fever of indigestion, the fever of the dyspeptic. 
This dyspeptic fever is a reality; the flushing of 
the face, the dyspnoea, the excessive acceleration 
of the pulse, are simply the results of reflexes set 
up by the contact of too large a mass of food with 
the normal mucous membrane of the stomach, or 
of a normal mass with an excitable mucous mem¬ 
brane. This is the syndrome of a true fever, with 
elevation of the central temperature. I have seen 
this temperature rise to 39*4° (102*9° F.). As 
owing to the periodicity of meals these attacks are 
also periodic, I have seen such fevers treated 
with quinine. These fevers, which are not rare in 
adults, are frequent in children.” 

And you will allow that we have a condition in 
all points comparable to that shown to exist in the 
febrile and pulmonic associations of hiccough. 

Having set forth the conditions upon which 
this reflex neurosis depends, it remains for me 
briefly to discuss its significance. I think we may 
take it that we need not look beyond the ordinary 
nervous mechanism of respiration to explain this 
spasm, although at least one able physiologist 
(Dehio, of Dorpat) has thought it necessary to 
invoke a special “ hiccough centre,” while he at 
the same time quite neglects to assign its function 
or elucidate its meaning. Surely a “ reflex,” with 
a centre all to itself, should have some present 
and abiding function or be the vestigial remnant 
of some ancestral vital reflex; but no attempt has 
been made to establish either alternative, and so I 
think we may safely look to the ordinary respira¬ 
tory mechanism to explain what is evidently a 
respiratory fault or stammer; and when I say 
“fault,” I would not impugn the obvious good 
intention which underlies it, for that it is purposive 
is equally clear, when the conditions are such as 
to call for a special inspiratory effort. 

The blood is surcharged with C 0 2 and with 
unoxydised products of metabolism, and there is 
stasis of the pulmonary circulation and embarrassed 
heart. I need not detain you with extracts from 
text-books on physiology, in order to remind you 
how all these circumstances are met by the 
inspiratory effort which, while it brings oxygen to 
the rescue, specifically promotes and accelerates 
the whole circulation, and especially the pulmonary 
venous sections thereof, and in this way, as well 


as by its action on the systemic blood pressure, 
brings relief to the embarrassed heart (Foster, 
p. 367, 4th edit.). 

Besides accelerating the pulmonary circulation, 
“the downward pressure of the diaphragm” (I 
quote Foster) “hinders the upward flow of blood 
from the abdomen and lower limbs.” In precisely 
the same way, the first result of active exercise is 
to quicken the blood current, and consequently 
congestion of the lungs is set up. Hence there 
arises great need of their disembarrassment by 
increasing the outflow from them. This is attained 
by the aspiratory force of inspiratory efforts, which 
empty the congested capillaries, and widen the 
pulmonary veins and promote the velocity of the 
blood current through these channels. Hence the 
increased preponderance of inspiratory efforts in 
this condition of breathlessness, and the hiccough 
noted in its final stages (vide ante).* This may 
be allowed to pass as a plausible explanation in 
the febrile and pulmonary association of the 
spasm, but some may still hesitate to accept it 
as fully accounting for the gastric and intestinal 
variety. I have shown that in this variety the 
general factors in action have a remarkable 
identity with those operating in fevers and lung 
congestions. We have hiccough of abdominal 
origin occurring almost exclusively in gastritis, 
acute and subacute, catarrhal states of the ali¬ 
mentary tract, in peritonitis, in contusions and 
ruptures of the intestines, in cholera and enteric 
fever. The two last, besides the local toxic con¬ 
ditions set up within the bowel, are in entire affinity 
with the febrile and pulmonary varieties; the rest 
are essentially associated with fermentative pro¬ 
cesses directly or indirectly through the paresis set 
up in the tract. In all cases we have an irritation 
of the terminal filaments of the vagus transmitting 
afferent impulses to the medullary centre, and the 
efferent response is the same. It may be that C 0 2 
in the gastro-intestinal tract affects the vagus 
filaments there (/. <?. sends impulses to the respira¬ 
tory centre), as we know it to do in the pulmonary 
alveoli. How else are Bouchard's reflexes set up ? 
But in any case we know that large quantities of 
C 0 2 formed within the alimentary canal are rapidly 
absorbed and evacuated through the lungs (Bunge). 

It is also not inconceivable that stimuli affecting 
the gastric fibres of the vagus may occasionally be 
translated by the respiratory centre as coming 
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'from the pneumonic fibres, as witness the trans¬ 
ference of pain in hip-joint disease to the knee. 

In hysteria and neurasthenia and in conditions 
pf deterioration of the central nervous control, the 
reflex, when well established, may persist as a 
choreic habit for weeks, months, or even, as in a 
case reported from St. Louis (Putnam, 1 New York 
Med. Assoc. Trans.,’ vol. v), for years. In this 
last instance the husband secured a divorce. 

Finally as to treatment; and a mere enumera¬ 
tion of the drugs and gymnastic attitudes which 
have been recommended in the medical journals 
during the past fifty years would lengthen this 
paper to double its present compass. 

For practical physicians, severe hiccough has a 
special interest in fevers and pulmonary diseases 
as indicating a grave prognosis and in directing 
attention to blood stasis in the lungs and pulmo¬ 
nary arteries, and to a failing right heart. The 
promptest measures should be taken to assist 
nature in her extremity, and these measures should 
be directed to secure the objects which the hic¬ 
cough subserves. 

Position in bed to be frequently changed, stimu¬ 
lating sinapisms to chest, cardiac and respiratory 
stimulants, alcohol, ammonia, strychnia and atropin, 
in many cases an emetic. Possibly jugular phle¬ 
botomy in suitable cases, inhalation of oxygen, 
artificial respiration, citric and tartaric acids and 
their salts diminish blood coagulation (Wright). 
In the gastro-intestinal variety not dependent on 
rupture of intestines, lavage or an emetic, with or 
without a full enema, followed by antiseptics and 
gastric sedatives. Lithaemic conditions frequently 
supply the key to rational treatment. 

In chronic cases, besides the local treatment, 
one would seek to restore the tone and control of 
the nervous centres by tonics. 

While the indications are being pursued, and 
where the recurrent spasm is exhausting a feeble 
subject (and it must be borne in mind that 30,000 
to 40,000 of these racking convulsions frequently 
occur in twenty-four hours), I have found nothing 
so immediately and generally effectual as pressure 
with the thumbs and nails upon the supra-orbital 
nerves. We have discussed the inhibitory action 
of the fifth nerve. I have adopted this manoeuvre 
in nearly every case with no failure that I can 
recall, and I believe the idea originated with a 
German clinician.— Ernest Roberts, M.B., 
M.R.C.S., Surgeon-Captain, I.M.S. 


THERAPEUTICAL NOTES, &c. 


Post-operative Intestinal Obstruction.— 

Adenot (‘ Revue de Chirurgie,’ January, 1896) 
divides post-operative intestinal obstruction into 
the following classes: 

1. Occlusion caused by adherence of the in¬ 
testine to raw surfaces, intra-peritoneal drains, and 
inflamed organs. 

2. Occlusions due to bands. 

3. Those due to anomalous position of the 
intestines. 

4. Those due to an exaggeration of the normal 
left subcostal angle of the colon. 

5. Spasmodic occlusion. 

6. Occlusion due to inefficient operative pro¬ 
cedures. 

There are three marked symptoms of post¬ 
operative intestinal obstruction, viz. : 

£. Persistent absence of the passage of flatus. 

2. Nausea and vomiting. 

3. Painful point in abdomen. 

As regards treatment, one should not delay too 
long. While it is legitimate to try mild purgation, 
insertion of rectal tube, etc., the continuance of 
such treatment should be abridged proportionally 
to the severity of the symptoms and clearness of 
diagnosis. 

The abdomen should be opened largely. 
Work quickly and have good assistants. Examine 
the caecum ; if it is not distended, the occlusion is 
located higher up in the small intestine; if it is 
distended, explore the sigmoid flexure. One 
should always follow a definite plan : first ascer¬ 
tain the extent of the occlusion, then its location, 
and, lastly, the cause. Examine the pedicles, raw 
surfaces, angles of the intestine, drainage apparatus, 
&c. Examine the colic flexure of the left side. 
If the obstacle cannot be found, evisceration must 
be performed. Recourse should not be had to 
this grave procedure too readily, notwithstanding 
that it has succeeded in the hands of Jaboulay 
and Pollosson. Tuju seems to resort to it rather 
steadily. Sometimes an artificial anus is necessary, 
but it is not an operation of choice.— University 
Medical Magazine, October, 1896. 


Bleeding Gums. —The following 

is 

recom 

mended as an efficient styptic: 



Chloroformi 

gr- 

lx. 

Acidi tannici 

g r - 

XXX. 

Menthol ... 

gr- 

XXX. 

Tinct. kramerise 

3 j. 


Aquae dest. ... q. s. ad 

Oj. 



(Vian, N. E. Medical Monthly). 
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Gentlemen, —In delivering the first of this series 
of lectures, it might be thought desirable to make 
some general remarks on the study of neurology. 
I do not propose to do this ; but there are, never¬ 
theless, two points which merit a passing reference. 
The first is the difficulty of the subject, by reason 
of the complex structure of the nervous system 
and the obscurity of its functions, beyond the very 
threshold of which we have scarcely yet passed. 
It follows from this that the leading attribute of 
the true student of neurology should be, and 
generally is, one of humility. The second point 
to which I wish to refer is that although a good 
many nervous disorders are chronic and resist treat¬ 
ment, there remains on the other hand a very much 
larger group which are essentially remediable. It 
will be noticed that this statement is somewhat at 
variance with the generally held opinion, but I 
hope to be able to show you that what I say is 
correct. Taking nerve diseases as a whole, the 
largest group of cases which come before us in 
private and hospital practice is undoubtedly the 
functional one, comprising, besides the subject of 
our lecture to-day, hysteria, chorea, and the like; 
and these either tend towards spontaneous re¬ 
covery or yield to treatment. There exists also 
in the various forms of neuritis, neuralgia and 
kindred complaints, which have not yet, in every 
instance, been actually demonstrated to be related 
to gross lesions in nerve tissues, there exists in 
these another considerable group which is very 
Vol. IX. No. 18. 


largely remediable by appropriate means. Even 
the group of organic diseases is less incurable than 
is usually taught, for it includes many a chronic 
case which goes from physician to physician, and 
in this way counts as a fresh case over and over 
again, finishing up in an infirmary such as the one 
where my own studies have been chiefly carried 
on. Even these are not as fatal as many other 
cases belonging to cardiac, renal, and other spe¬ 
cialities ; and even for these something can be 
done by proper management. These points will 
be amply demonstrated in this course of lectures, 
and we need not dwell further on them now. We 
shall, I believe, have abundant opportunities of 
observing that diseases of the nervous system are 
not so incurable as the casual observer is apt to 
suppose. 

Coming to the subject of to-day’s lecture, it is 
often the fashion to select, for meetings such as 
these, rare conditions which present features of 
interest, perhaps by reason of their very rarity; 
but I have thought it best to select the very com¬ 
monest. In the out-patient department of this 
hospital certainly the most common of all the com¬ 
plaints that the patients make is “ nervousness.” 
They come and say simply that they feel “ner¬ 
vous and when you have investigated their 
symptoms you soon come to the conclusion that 
what they mean by the term “ nervousness ’* is 
what we connote by the term “ neurasthenia.” In 
the rush along life’s highway in this big city their 
nervous systems have become exhausted, and thus 
it happens that this condition is one of everyday 
occurrence, and therefore one of considerable 
importance. Nevertheless, strange to say, it is 
either not referred to at all or is very inade¬ 
quately dealt with in the textbooks in current use. 
No apology, therefore, is needed for introducing 
this subject to your notice to-day. It is certainly 
a drawback that there is rarely anything tangible 
to show in these cases, and so the demonstration 
to-day will be more or less theoretical; I can only 
bring the patients before you, so that they may 
describe to you the strange and often distressing 
symptoms which they feel. 
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The symptoms such patients present are very 
varied, and it is somewhat difficult to give a satis¬ 
factory definition of neurasthenia; but, in order 
that we may have a common basis of understand¬ 
ing, I may say that I regard neurasthenia (or 
nervousness) as an irritable weakness of the entire 
nervous system , characterised by hypersensitiveness 
of the tactile sensibility and special senses ; by 
headache , inaptitude for mental work , disturbed 
sleep , and irritability of temper (when the brain 
is chiefly affected); by general weakness , restless¬ 
ness, and pains in the back and limbs (when the 
spinal cord is chiefly affected); and usually accom¬ 
panied (in both forms ) by various vaso-motor phe¬ 
nomena and dyspepsia . These two forms, the 
cerebral and the spinal, are always more or less 
mixed, neither occurs alone, though generally one 
or the other predominates. 

The first case I want to bring to your notice is 
a typical case; it is that of a policeman, aged 37, 
who came here on December 17th, having suffered 
from pains in the back and head for six weeks. 
He describes the headache as being like that pro¬ 
duced by a hat which fits him too tightly, a burn¬ 
ing feeling in the forehead; he has also had 
“ staggering ” at times. What seems to have 
occasioned the attack principally was his being 
placed on “traffic duty.” At once, he says, he 
became very “ nervous,” starting on the slightest 
provocation ; his sleep was disturbed by “jumps ” 
and terrible dreams, in which he thought he was 
being run over. His condition of nervousness 
and inaptitude for work, either mental or bodily, 
by reason of the general weakness was pitiable. 
He was taken off “ traffic duty,” and I prescribed 
for him bromide of ammonium, 15 grs. three 
times a day, and in the course of three weeks he 
has become quite well again. 

The second case is that of a man aet. 28, a 
case of neurasthenia of gastric origin. He came 
here on November 17th, complaining of a 
general nervousness and inaptitude for work, and 
of two sorts of attacks. In the one he had 
“ heart-burn ” (acid eructations) and flatulence, 
followed by a burning sensation in the stomach, 
and pains round the waist like “ diarrhoea pains.” 
Then the flatulence was followed by a feeling of 
trembling and faintness, and finally he was seized 
by an attack of shivering all over. He had these 
shaking fits about three times a week. Water, or 


something to drink, relieved them. He also has 
another kind of attack, and these he calls “ help¬ 
less attacks; ” and as an illustration of the kind 
of patient one has to deal with, I may mention 
that he sent his wife, not having the courage him¬ 
self, to tell us that sexual intercourse produced 
these latter attacks, and also that he h^d involuntary 
noctural emissions during his sleep, which also 
produced them. On the day following either of 
these events he was subject to attacks of com¬ 
plete helplessness and prostration, lasting from one 
to three hours. He is affected thus about every 
two or three weeks. He was in a remarkably 
“ nervous ” condition, and was terribly apprehen¬ 
sive lest the battery should be applied to him 
when he came here. I first treated him in the 
usual way for his gastric trouble, giving him a 
mixture of rhubarb, soda, and cardamoms, and then 
gave him bromide of ammonium 10 grs. three 
times a day, and he is steadily improving. His 
malady has lasted for two or three years, and for 
two or three years before he had had gastric 
troubles incidental to his occupation, which is that 
of a cook. Probably his indoor mode of life has 
something to do with his attacks, but the main 
cause undoubtedly is dyspepsia, which has resulted 
in a malnutrition of the body generally, and the 
nervous system in particular. It is curious that 
he has had no headache, which is so common a, 
symptom in these cases. As I question the 
patient, you will see that these points all come out; 
he is a sallow, unhealthy-looking man, but he pre¬ 
sents no physical signs, and his viscera, other than 
the stomach, are healthy. 

The third case is that of an engine-fitter, who is 
32 ; his illness commenced with a malady which 
very frequently precedes and determines functional 
disorders of the nervous system—influenza. He 
has lived a very healthy life, and was never nervous 
until two years ago, when he had influenza, com¬ 
plicated, it was believed, with “ congestion of the 
brain; ” and since then he has suffered from 
general weakness and giddiness, always on going 
into the open air, and singing in the ears almost 
constantly. He also has attacks (two or three a 
week) which he will describe to you himself. He 
says an attack begins like “ a wave ” of prickling, 
commencing in the head and running down the 
trunk and legs, chiefly on the right side. This is 
followed by a feeling of fulness at the top of the 
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h^ad, which seems as if the blood will burst 
through his nose; and finally there is a cold 
feeling down the right arm and the right leg. 
It is rare for subjective sensations of this kind 
to be localised, but in this case they are so. 
Between the attacks he feels too weak to work, 
and is subject to dyspnoea on the least 
exertion. During the attacks he feels as 
though he must “talk to someone, or else he 
would jump out of window.” Moreover, 
this man has had delusions of various kinds; 
not permanent, but grave enough. He tells us he 
has had an inclination, on several occasions, to 
murder the baby, and that he really feels most 
miserable and depressed. Gentlemen, it is pos¬ 
sible that some might feel inclined to make light 
of these symptoms, but I assure you it is only 
those who have suffered from neurasthenia can 
have any idea of the extreme misery these people 
suffer. The sensations of bodily illness, depres¬ 
sion, helplessness, and weariness are really some 
of the most miserable feelings that can curse 
humanity. This man had a transient attack of left 
facial paresis (probably from peri-neuritis) during 
convalescence from influenza, and here we have 
another illustration of the marked proclivity this 
disease has for the nervous system. At first he 
was put on a stomachic mixture with ammoniated 
tincture of quinine (a valuable remedy in most 
complications of influenza); then on gentian, 
alkalies, and nux vomica; and now he is taking 
valerianate of zinc. To the latter, combined 
with bromide, I, attribute his improvement. I 
ought to have mentioned that this patient has a 
number of other vaso-mptor phenomena—attacks 
of flushing and shivering, and cold hands and feet. 

The fourth case is that of a woman aet. 30, who 
was quite healthy till eighteen months ago, when 
a child, to whom she was very devoted, died. Ever 
since then she has suffered from great depression 
and attacks of extreme “ nervousness,” which come 
on irregularly but frequently during each day, are 
attended with severe flushing, shivering, palpitation, 
and perspiration, and followed by great agitation 
and floods of tears. She also sufLrs from cold 
hands and feet, and fainting attacks. This case 
resembles hysteria in some of its features, but she 
has had no active manifestations of that disorder, 
and she has no anaesthesia. She also suffers from 
a very common symptom in neurastheniac- 


agoraphobia, j. e . she dreads to be alone. When 
so left she says the feelings of terror and dread of 
impending evil which come over her are inde¬ 
scribable. She cannot even come to the hospital 
without a companion. She has had ammoniated 
tincture of valerian and bromide of ammonium* 
but so far the medicine has only partially relieved 
her; for her cure it will be necessary to remove 
her completely from the conditions under which 
the neurasthenia arose. 

There is one other case which I should like to 
briefly relate, which occurred in my private clien¬ 
tele. It is a very interesting case of a post-office 
clerk, set. 37, who has worked very hard and 
closely at figures since fifteen years of age. He 
came to me to decide whether he should give up 
his post, as he had been advised to do by others, 
because of his incapacity for work, and his com¬ 
plete failure to obtain relief from the distressing 
symptoms. Great depression, inability to grasp 
mental facts, incapacity to remember names, and a 
dread lest he should make a mistake in his work, 
were the symptoms of most note in this case. 

I have noticed that this fear of making a 
mistake iq their work is a very common symptom 
among neurasthenics. I found he had a very 
serious error of his vision ; he also had severe 
headache resembling the headache due to asthe¬ 
nopia, i. e . a sensation of scraping inside the skull, 
bad on first rising in the morning, getting better 
during the day, and then worse again in the 
evening. I found he had a very serious error in 
his refraction, and accordingly I sent him to my 
colleague, Mr. Dodd, who fitted him with glasses. 
Six months after I first saw him he wrote me that 
“ the glasses had worked wonders, and that he was 
completely cured ” by having his error of refraction 
corrected; that he had kept his position in the 
Civil Service, and, was working as hard as ever. 
I have not troubled you with all the details of this 
case, but it seems tp me a very interesting one, in 
that the neurasthenia, which was of a marked 
cerebral: type, and attended by mental symptoms 
of considerable gravity, was in the course of a few 
months completely cured by correcting the error 
of refraction. 

These, then, are examples, fairly characteristic 
examples, taken from an enormous number which 
I could bring before;you of this extremely common 
condition* 
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I will next mention to you, in the order of the 
frequency in which, according to my experience, 
they occur, the symptoms of neurasthenia. They 
may be divided into general somatic or bodily 
symptoms, and cerebral symptoms; and these 
latter are best described according as they affect 
the sensation, the emotions, the intellect, or the 
will. The chief complaints which these patients 
make, even in the slightest cases, are (1) that they 
are easily startled and easily tired . 

2. Headache is the next most common symptom 
that one meets with, though you will observe that 
it was absent in one of the three patients that I 
have shown you to-night, but it is very rarely 
absent. Charcot used to describe this headache 
as the “casque neurasthenique,” a feeling as 
though the patient were wearing a tight-fitting 
helmet. Sometimes it is described as a feeling of 
a nail being driven into the head (hence called 
“ clavus ”). Frequently giddiness accompanies 
headache—not true vertigo, but a sensation of 
dizziness. 

3. Disturbed sleep .—This symptom of disturbed 
sleep is not an insomnia, indeed the patients often 
appear to be very sleepy people; but their sleep is 
disturbed by bad nightmares and restlessness. 
A marked characteristic of this disturbed sleep is 
that as they drop off they start violently. “ Night- 
terrors ” frequently break their rest, and delusions 
or dreads of imaginary evils trouble them in the 
semi-waking state, especially in the early morning. 

4. General weakness —not a localised paresis, be 
it observed, but a general bodily weakness—is 
always present. They will tell you they cannot 
walk 100 yards without exhaustion. It is only 
very rarely that a paresis localised to one limb 
occurs. It is probably due to deficient initiation 
of the motor impulses in the brain cells. This 
general weakness is often combined with prostra¬ 
tion and depression, and may be either constant 
or come on in attacks, often worse after meals. 
This prostration may pass into a melancholic con¬ 
dition, such as the female case which I have 
shown you to-day. That patient was on the verge 
of acute melancholia when she first came here. 

5. Restlessness .—Although these patients are so 
weak, they feel compelled to keep perpetually 
moving, continually *• on the fidget.” This rest¬ 
lessness often manifests itself in constant jerkings 
and twitchings of the limbs. I have just now a 


patient in my private practice who is absolutely 
unable to sit in one position for a single second, and 
who is constantly jerking her limbs about. More¬ 
over, these patients have a constant desire to be 
somewhere else than where they are. These sym¬ 
ptoms are doubtless familiar to many an overworked 
doctor and to others who are unable to take 
sufficient holiday. This restlessness may take the 
form of definite attacks of agitation or tremor, 
like the man I showed you; and it is generally 
combined with exaggeration of all the superficial 
and deep reflexes, especially the latter. But in 
very severe cases I have sometimes found the 
knee-jerks absent. Convulsive attacks may occa¬ 
sionally be present in the traumatic form of 
neurasthenia. 

6. Pains in the back and limbs , and general 
hyperesthesia .—These pains in the back the older 
authors used to call “spinal irritation,” and 
certainly the external branches of the spinal nerves 
seem to be the chief seat of the pain. Sometimes 
a pain remains very fixed and persistent in one 
particular spot, and is attended by tenderness 
over one spinous process. With these pains is 
combined a generalised hyperaesthesia of all the 
sensory nerves, and often of all the special 
senses also. Anaesthesia of the skin is extremely 
rare, and this is a feature of great value in the 
diagnosis from hysteria. Patients may be so 
sensitive that a slight draught, or the slamming of 
a door, gives rise to acute pain, but after consider¬ 
able experience of this malady I can only remember 
a single instance where the tactile sensation was 
in any notable degree diminished. Smell and taste 
are only rarely affected, but there may be photo¬ 
phobia and singing in the ears. One of the patients 
I have shown you suffers in this way, and he 
also complains of muscae volitantes. Sometimes 
there are actual hallucinations; but, on the other 
hand, anaesthesia of the special senses frequently 
comes on after they have been used for a short 
while. The vision may be imperfect, and careful 
investigation often reveals, in such cases, a marked 
retraction of the fields of vision, or haemianopsia, 
yet without discoverable changes in the fundi 
oculorum.* Sometimes the hearing is imperfect 
in one ear, though the most thorough investigation 
does nof reveal any structural defect. 


* This important diagnostic feature is referred to again 
in the etiology of traumatic neurasthenia. 
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The foregoing are the principal somatic sym¬ 
ptoms ; let us now turn to those referable to the 
mind, which are of equal, if not greater importance. 

7. Irritability of temper is a marked feature in 
most cases, and is only part of the general upset of 
the emotional equilibrium . This perversion, be it 
observed, hardly ever takes the form of gaiety, 
there is always a tendency to depression, sadness, 
melancholy,—outbursts of tears, not laughter,— 
and the physiognomy of the patient is in keeping 
with this. As the patients themselves declare, 
these sensations are horrible and indescribable, 
and it is often difficult for them to find words to 
express their feelings. Agotaphobia y a dread of 
being alone, comes under this heading. One 
must bear in mind that in these cases of emotional 
disturbance the moral nature is upset as well. 
Patients are apt to be more irritable with the 
people they like best, and thus it happens that 
neuresthenia slips into insanity, for, as Esquirol 
remarks, ‘‘moral alienation is the first step to 
madness.” Timidity is another characteristic of 
this disorder. The second of my cases was an 
illustration ; and I might quote another, if you 
will pardon me, who volunteered that he had not 
the “ courage of a louse,” though formerly he was 
afraid of nothing. 

8. Deficient memory is another constant symptom 
of neurasthenia, and it was present in all the 
cases shown you to-day. Here, again, these cases 
insensibly glide into insanity, for memory is often 
the first faculty of the mind which fails. 

9. Inaptitude for mental work is also a prominent 
feature, and it happens because the patient cannot 
concentrate his Attention. It is a lack of Atten¬ 
tion that is the real difficulty—in other words, it is 
the deficiency of Will. This same deficiency 
makes itself manifest in other ways: they are 
irresolute, they are very vacillating, and it is the 
want of will power that is at the bottom of their 
difficulty to do Work. I remember Dr. Savage 
telling ,me of a very interesting case of a man who 
was permanently mad. His madness consisted of 
his inability to make up his mind to do any¬ 
thing. When Dr. Savage told me the story, 
he mentioned as an illustration of this defect 
that he could never make up his mind to get 
up in the mornings and I thought that there 
are a great many, people who would come 
»under the term “ maf!” if, that were a defini¬ 


tion of it. But this person, he told me, when 
travelling across a desert where there were many 
brigands, took off his boots and could not make 
up his mind to put them on again. But this lack 
of will power in neurasthenia differs from true 
insanity in its being less permanent, and in varying 
from day to day. The delusions and hallucinations 
which sometimes trouble neurasthenic patients are 
only distinguished from true insanity in the same 
way, namely, by being transient and variable from 
day to day. 

10. Those are the main symptoms of neuras¬ 
thenia referable to the spinal cord and the brain, 
but there is another important class of symptoms 
in vaso-motor disturbances . Long-drawn sighs 
are extremely characteristic of these patients ; 
attacks of causeless palpitation, or attacks of 
flushing, followed by shivering and sweating; or a 
sensation of pricking and “ pins and needles ” in 
the limbs. Of course, I am not sure these last- 
named are due to the vaso-motor system, but I 
notice they constantly go with vaso motor pheno¬ 
mena. Finally, these patients frequently suffer 
from cold hands and feet; and the pulse-rate is 
always increased, especially during the attacks or 
exacerbations of the disease. 

ir. Dyspepsia is an almost invariable accom¬ 
paniment of neurasthenia, either before the attack 
or at the same time, or both. Prolonged dyspepsia, 
as we shall see, is one of the most frequent of the 
causes of neurasthenia, but even if it be not 
apparent before the attack it seems as if one of 
the ways in which the weakness of the nervous 
system manifested itself was in weakness of the 
digestion. Some of the cases I showed you were 
illustrations of this fact. 

12. The urine is usually abundant after the 
attacks, pale, and of low specific gravity, but 
otherwise normal. The sexual desire is sometimes 
increased, but the sexual vigour is generally 
diminished. 

13. The temperature is normal,) but occasionally 
the surface of the skin feels hot. These are the 
symptoms which I have arrived at by an analysis 
of the many cases I have seen here and else¬ 
where, and 1 have ventured to dwell on them, 
because they do not receive the attention which 
this distressing condition merits. . Cases vary 
widely in severity, and perhaps it is because 


the symptoms are so vague, and to the observer 
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appear so trivial, that the current text-books neglect 
the complaint. This omission, gentlemen, is my 
only excuse for troubling you with so much detail. 

It will be observed that nearly all the symptoms 
are subjective. The exaggerated knee-jerks and 
f the retraction of the fields of vision, or possibly 
hemianopsia, are the only objective signs, and 
these are not invariably present. My colleague, 
Dr. Outterson Wood, has drawn my attention to 
cht fact that the pupils of these patients are very 
frequently widely dilated and fail to react to light, 
and I have found such to be the case since I have 
looked for it. In medico-legal cases these facts 
may be of great value. 

Course and prognosis .Neurasthenia is essen¬ 
tially a chronic affection, though its onset in some 
Cases, especially when referable to traumatic causes, 
may be sudden. There is, of course, no immediate 
danger to life, but the inconvenience and the 
suffering these patients undergo is sometimes 
very great, and their relief is urgently called for. 
The chief fear is lest they should drift into in¬ 
sanity ; and if the cause of the neurasthenia be 
continuous, and there be hereditary taint, the 
prognosis assumes a very grave aspect. On the 
other hand, if the cause be removable there is, I 
bdieve, no nerve complaint which is more amen¬ 
able to treatment. The most unfavorable sym¬ 
ptoms are melancholia and alterations in the fields 
of vision, both of which indicate considerable dis¬ 
turbance of the nervous system, and both are apt 
to be very persistent. I have known the latter to 
remain unaltered for five years. In general terms 
the prognosis depends chiefly upon three condi¬ 
tions—the age of the patient, the duration and the 
removability of the cause. In patients under 
thirty, where the cause has been in operation but 
a short time, and is readily removable, recovery 
in a few weeks can be assured. In the aged the 
disease usually tuns a prolonged, intractable, and 
sometimes fatal course. 

Diagnosis . -^The Very vagueness of the symptoms 
is an aid to the diagnosis. There are six cardinal 
symptoms which are rarely absent: the patient 
complains Of being easily startled and easily tired, 
of headache, disturbed'sleep, restlessness, and tong- 
drawn sighs. The presence of these and the 
absence of any organic lesion enable one to arrive 
at the diagnosis. 

The only disease whidh gives rise tb any diffi- * 


culty is hysteria , and it 'is not always easy to 
distinguish these two disorders. Indeed, both 
complaints may arise in the ^ame individual, and 
under the same circumstances, a!nd they may be 
concurrent or mixed in Varying proportions. 
There are, however, four points in Which hysteria 
and neurasthenia differ from each other. First, 
hysterical phenomena are not so much those of 
exhaustion as of active perversion of the functions, 
such as localised paralyses, anaesthesiae, and so 
forth. Secondly, anaesthesia, especially in the 
form of hemianaesthesia, which is so extremely 
common in hysteria, is extremely tare in neuras¬ 
thenia. Thirdly, neurasthenia is equally common 
in both sexes, perhaps a little more common in 
males, whereas hysteria is far more common in 
females. And fourthly, in hysteria the emotional 
disturbances predominate, whereas in neurasthenia 
intellectual weakness takes the lead, and attracts 
our notice firSt. In hysteria it does not at all 
follow that the intellectual functions are weak or 
disturbed ; that is a point always to be borne in 
mind. Some of the brightest intellects of our 
times have been hysterical subjects; but neuras¬ 
thenia is a bar to intellectual work. 

Hypochondriasis is a malady hard to sort out 
from neurasthenia; it is in reality a persistent 
melancholic or introspective type of neurasthenia. 
Petit ittal can be mistaken for neurasthenia if faints 
ate a prominent feature. I have a lad under my 
care who for a long time I thought was hysterical 
or neurasthenic. But sooner or later in these eases 
an attack of grand tnal occurs, and that dears up 
the difficulty. 

The nervous phenomena of Graves’s disease bear 
a very precise resemblance to neurasthenia, and it 
should be remembered that the enlargement of the 
thyroid and exophthaknbs may not become obvious 
until many months or even years after the nervous 
and catdio-vascular symptoms. In such cases it is 
only by the presence of palpitation* rapid pulse, and 
paroxysmal dyspnoea that a diagnosis can be fnade. 

The diagnosis from actual insanity , of course, 
has to be considered. Often the first stage of 
insanity consists of neurasthenia, ahd if there be a 
hereditary taint it almost Surely constitutes the 
prodromal period. 

As regards the frakholdgy of neurasthenia, there 
fs no anatomy, indeed it is difficult to kWow where 


to took for ahy gross ctotnjge. 
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functional disease, consisting of an irritable weak¬ 
ness or fatigue of all the functions of the spinal 
cord, the brain, the peripheral nerves, and the sym¬ 
pathetic system. The two elements of which all 
nerve structures consist are cells and fibres, and 
it seems to be a failure more in the cells, whose 
function it is to initiate and reflect, rather than 
in the fibres, whose function it is to conduct. 
tt seems to be a disturbance of the tension 
which we believe to exist in the nervous system 
at the two ends of all nerve fibres. There is 
a marked resemblance between electrical and 
nerve force, especially in this matter of tension ; 
and just as a faradic battery after continuous use 
becomes weaker, and after a rest is restored again, 
so does nerve force require periods of intermission 
for recuperation. 1 

When w*e know more of the functions of the ! 
Sympathetic system 1 venture to think we shall j 
understand the rationale of neurasthenia better; 
but if, as physiologists say, there be a constant 
tone of the arterioles maintained by vaso-motor 
nerve influences, one can understand how a para¬ 
lysis or exhaustion of this influence may give rise ; 
to vascular dilatation, /. e. flushings, tinglings, ; 
feelings of heat, rapid pulse, sighing respiration, 1 
&c. Similarly “flushing” of the kidneys produces 
increased flow of water; “flushing” of the brain 1 
results in confusion of thought; and “ flushing ” of 
the spinal cord produces irritable reflex action. If, 
as Dr. Leonard Hill maintains, the cerebral vessels 
are not subject to vaso-motOr regulation, which is 
hard to believe in presence of so much muscular 
fibre, then we must seek an explanation in cere¬ 
bral anaemia from excess of blood in other parts. 

A close study of those patients who present re¬ 
traction of the fields Of vision confirms the idea 
that neurasthenia is essentially a fatigue of the 
brain cells, for I have sometimes found that the 
retraction is absent or less marked after periods of 
rest, and vice versa. 

Causation .—As regards the aetiology of neur¬ 
asthenia, there are five principal predisposing 
causes. As regards age,—no age is exempt, but 
it is commoner in young adults. I have never 
met with it in children, but I believe it is known 
‘to occur, though it is rare in them because their 
recuperative power is so great. 2. It is about 
equally common in both sexes, though I have met 
toith more cases in males. 3. Heredity is a pre¬ 


disposing cause in the shape of a neurotic taint, 
the actual disease not necessarily being handed 
down from parent to offspring. Thus, one may 
find a hysterical mother have a hysterical daughter 
and a neurasthenic son, and a third child who 
develops chorea. 4. A sedentary indoor life is a 
very important factor; for example, of the cases 
I have shown you to-day, one is an engine-fitter, 
who sat all day at his lathe, and one is a cook; 
another I mentioned to you was a post-office clerk 
who sat at his desk all day calculating figures. 
Perhaps the most numerous and typical ex¬ 
amples are drawn from clerks. 5. Masturbation. 
Different views are held as to how far this habit, 
either past or present, can cause neurasthenia and 
other nervous disorders. My own view is that it 
is often a very important causal agent in some 
cases ; and I should like to take this opportunity 
of emphasising my belief that masturbation is 
more common in females than is usually thought. 
Within the last year I have met with several 
instances, and I should always suspect either the 
morphia habit or masturbation if no other cause 
can be made out. There are three signs which I 
have learnt to regard as indicative of masturbation 
in the female. One is the extreme sensitiveness 
of the genital organs. If you propose an exa¬ 
mination in such cases it is very likely you will 
reveal that sensitiveness at once without milking 
that examination at all, for the patient will protest 
with unnecessary vehemence and then probably 
admit the habit. The second sign is dyspareunia. 
One of the cases I have seen in the last three 
months came to me at the request of the husband 
for this very reason. They had been married 
seven years, and the wife had never been free 
from painful coitus the whole of that time. The 
third feature is the neurasthenia. 

The exciting causes always bring into operation 
one or both of two conditions—malnutrition or 
over-functioning. 

1. Overwork is probably the most familiar 
cause in all of our experiences; too long hours, 
too close attention to work without a break, and 
&n inordinate desire to finish an allotted task. 
One finds it in busy City life, in the keen struggle 
for existence, and one finds it also mott frequently 
in the autumn months, when men have n6t been 
away for some time. 

2. Great grief, or bereavement, or efnoticnAl 
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strain of any kind, such as you will remember, had 
occurred in the female case I showed you this 
afternoon. There is also the trouble and worry of 
making both ends meet. 

3. Asthenopia, or eye-strain from error of refrac¬ 
tion, may alone, or in combination with overwork, 
result in neurasthenia, as in the case I narrated to 
you. How the connection is brought about is 
hard to say, but I may remind you that the ciliary 
muscle is supplied by the sympathetic; and we 
have Dr. Wood’s valuable observation of the 
dilated pupils in these cases. 

4. Traumatism, or severe nerve-shock, may be 
a cause without actual injury. I have a man, set. 
37, attending among my out-patients at the present 
time, who received a severe blow on the head, and, 
as a consequence, suffers from neurasthenia, which 
came on suddenly the day after the injury. Some¬ 
times, however, the symptoms do not appear for 
one or two weeks, or more. This traumatic neur¬ 
asthenia is sometimes a matter of great import¬ 
ance in a court of law, where perhaps a large 
sum of money is claimed as compensation. The 
absence of any definite physical sign in such cases 
gives rise to great difficulty and conflict of expert 
evidence. I remember being engaged in such a 
case where damages were claimed for severe neur¬ 
asthenic symptoms which dated from a collision. 
Fortunately, in this case the patient complained 
of partial blindness, which I discovered was due 
to a very symmetrical contraction of the fields of 
vision which could not have been feigned by the 
patient, a cabman of inferior intelligence. I have 
seen many examples of this traumatic neuras¬ 
thenia in the aged ; and one may call to mind a 
very eminent member of our profession who has 
lately passed away. He was severely shaken in a 
cab by the horse falling down; he felt nothing 
much at the time, but directly afterwards he had a 
shivering attack, which commenced an attack of 
neurasthenia, from which he never recovered. The 
termination of his life was, as you may remember, 
from cerebral haemorrhage; but this shock was the 
beginning of his end. I have often noticed in 
the aged that neurasthenia, developed by a severe 
shock in this way, leads to a gradual extinction of 
life, as of a candle burning down in its socket. 
They hfive no power to recuperate, but slip imper¬ 
ceptibly into the grave—death being produced, 
not by asthenia, but by neurasthenia. 


5. Excessive use of certain drugs is a potent cause 
of neurasthenia, and of these perhaps alcohol, 
morphia, and cocaine are the commonest. Under 
these circumstances the neurasthenic symptoms 
are not felt while the drug is being taken in full 
doses, but when the gradual daily increase for which 
they crave is not maintained, or when there is a 
sudden cessation of the drug, then do symptoms 
arise. Ab-alcoholism, a-morphinism, a-cocainism, 
are the terms which should be applied to this re¬ 
action state, rather than alcoholism, &c. 

The foregoing causes produce the disease by 
excessive strain or irritation of the nervous system. 
The three which follow are connected with de¬ 
fective nutrition. 6. Dyspepsia often precedes 
neurasthenia for many months, and so leads to 
defective nutrition; but in nearly every case it 
is also concurrent, so frequently, indeed, that it 
might almost be classed among the symptoms. 
In the attendant dyspepsia there is usually much 
flatulence, and the breaking of wind relieves the 
symptoms to some extent. 7. Malnutrition from 
insufficient or faulty food, phthisis, or constitu¬ 
tional debility ; and 8. Convalescence from acute ill¬ 
nesses are also frequent causes. Among the latter 
influenza occupies a very leading position, and the 
worst of the cases you have seen is an illustration 
of this, though neurasthenia also frequently arises 
during the convalescence from other acute illnesses, 
such as typhoid and rheumatic fever. 

Treatment .—In the treatment of this trouble¬ 
some complaint there are two chief indications, 
viz. to procure complete rest for the nervous 
system, and to improve the nutrition of the body 
generally and the nervous system in particular. 
To these ends there are three measures which are 
extremely useful. The first is over-feeding by 
means of a liberal dietary into which milk, eggs, 
light farinaceous puddings, and other easily assimi¬ 
lated articles enter largely ; and if they can be 
digested, abundance of fatty foods. The question 
of alcohol is a very important one, and as a general 
rule I have found these, patients do better without 
any, for it only gives them a temporary fillip which is 
followed by a reaction in which the symptoms are 
aggravated. The only exception is in cases of the 
intractable neurasthenia of the aged. You will 
of course bear in mind that the concurrent dys¬ 
pepsia should be corrected, so that these large 
quantities of food may be assimilated. 2. Mas- 
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sage is useful, and has a double object, to promote 
the circulation by means of the deep kneading 
movements, and to produce sedative effects by 
the superficial stroking movements. Thirdly, re¬ 
moval of the patient from the conditions under 
which the disease arose. This, however, should 
not, as in hysteria, be combined with isolation, for 
isolation does harm rather than good in these 
cases. Neurasthenic patients require cheerful 
society and amusement to take them out of them¬ 
selves. Hypnotism is another means that has been 
tried with beneficial results. I have not much 
experience of it, but I have seen one or two cases 
so treated, and it has done them much good. It 
has two results, it produces a calm which closely 
resembles natural sleep, and also some good may 
be done by post-hypnotic suggestion. Electricity 
is another remedy suggested, but I do not think 
it is of much use. Faradism is harmful, the con¬ 
stant current is of doubtful benefit, and static 
electricity is the only admissible treatment; but it 
ought to be mentioned that some have great 
belief in electricity. 

Drugs are of secondary importance, but they are 
useful adjuncts in three ways. First, to cure the 
dyspepsia , for which bismuth is most valuable 
for the irritable dyspepsia usually present in this 
complaint. Secondly, to procure sleep , and for this 
the sovereign remedy is bromide of ammonium, 
which never fails to procure repose, if not sleep. 
The dose must be regulated according to the 
individual idiosyncrasy. My own guide is to give 
it in sufficient doses just short of drowsiness; 
10 grains thrice daily may be sufficient for some, 
but in others you must push it up to 90 grains 
per day. Sleep is absolutely indispensable, and 
sulphonal may also be useful; but beware of 
opium, antipyrin, chloral, and similar drugs which 
have a reaction stage. Then there are the various 
nerve tonics; the hypophosphates are very good, 
and phosphorus, which is best given in Martin- 
dale^ pearls; these contain a solution of phos¬ 
phorus yt>!) t0 eV of a grain, but nothing pre¬ 
vents the disagreeable eructations. Valerianate 
of quinine or zinc also do good. Cod-liver oil I 
have much faith in, especially in combination with 
Kepler’s maltine. My experience leads me to 
avoid strychnine, nux vomica, and Easton’s syrup, 
which seem to increase the muscular twitchings, 
except in the aged, for whom strychnine and 


small doses of opium are most valuable of tonics. 
Cold baths are very valuable remedies if the heart’s 
action be not impaired. 

In conclusion, gentlemen, allow me once more 
to emphasise the fact that we have in neurasthenia 
—or “ nervousness,” as the laity call it—one of the 
commonest and one of the most distressing dis¬ 
orders of the nervous system, and at the same time 
one of the most curable. In the course of these 
meetings I shall certainly have opportunities of 
bringing under your notice other illustrations in 
support of my opening statement,—that the larger 
number of cases of disease of the nervous system 
yield to appropriate treatment.* 


ON THE DIAGNOSIS AND TREATMENT 

OF 

CHRONIC GONORRH(EA OR GLEET, 

By EDWARD COTTERELL, F.R.C.S., 

Surgeon, Out-patients, Lock Hospital; Surgeon, West 
End Hospital for Diseases of the Nervous System ; 
Surgeon, Cancer Hospital. 


In Two Parts.—Part II. 


The Treatment of Gleet. 

I may state that the earlier the treatment of a 
gleet is undertaken the better will be the result, 
for it follows that a long-standing inflammation, 
involving, as it does, the submucous tissue, is 
much more difficult to treat than a simple in¬ 
flammation limited to the upper layers of the 
mucous membrane. 

The Local Treatment .—The proper treatment 
pursued in the case of gleet is, first of all, to see 
that there is no narrowing in any part of the 
urethral canal. For this purpose a bullet-headed 
bougie is the best instrument to use in determining 
any narrowing of the canal, as this will give an 


* This lecture is published in extenso because the sub¬ 
ject is neglected in some text-books, though formerly 
described in part in 1828 by Dr. Thomas Brown, of 
Glasgow/ under the term “ Spinal Irritation ” ; in 1840 by 
Dr. Stilling, of Cassell; and in 1871 by Drs. Beard ajid 
Rockwell, ’ under the title “ Neurasthenia Spinalis.”— 
Editor, 
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indication of the seat of any diminution of the 
calibre of the urethra, or of a stricture, much more 
accurately than the ordinary urethral sound or 
bougie. 

Another method of determining the size of the 
urethral canal and of detecting any narrowing is 
by means of Otis’s urethrometer. 

By either of these means any stricture or co¬ 
arctations are easily determined. As a thorough 
examination of the urethral canal by instrumenta¬ 
tion may be somewhat painful, it maybe as well to 
previously throw in a 4 per cent, solution of cocain 
by means 6f a deep urethral syringe. 

The meatus must be previously incised in order 
to take a full-sized instrument; the importance of 
this has been before commented on. , This little 
operation may be done under cocain. The in¬ 
ferior surface of the meatus should be incised 
with a probe-pointed straight bistoury; the incision 
should be carefully placed and the cutting de¬ 
liberately performed, not a mere slash with a 
scalpel as is usually done. 

Where we find any distinct narrowing of any 
part of the canal, dilatation must be resorted to; 
and if the disease is of long standing it may be 
necessary to combine internal urethrotomy with 
the dilatation. 

The dilatation may be undertaken by means of 
the ordinary Lister’s metal sounds passing up as 
high as fifteen or sixteen English. The pressure 
caused by these sounds, besides dilating the 
stricture, helps to heal any superficial granular 
erosions. 

If the disease is limited to the anterior portion 
of the urethral canal, an injection will very often 
cure the disease, especially when of not long 
standing, provided there are no narrowings of the 
canal, or other evidences of long-standing in¬ 
flammatory changes. The combination of some 
astringent with the antiseptic is the best form of 
injection to use. A very good formula will be 
found in the permanganate of zinc used in the 
strength of one eighth of a grain to the ounce of 
water and upwards. 

If the bulbous and posterior portions of the 
urethra are affected, injections from the meatus 
will not do very much good, as the solution will 
not reach the deeper parts of the canal. In order 
to medicate this portion With the injection it is k 
good plan to pass a soft india-rubber catheter about 


the size of No. 8 English, with lateral openings 
as far as the bulb or deeper, and then, by means 
of an irrigator, the injection flows into the catheter 
and passes out slowly along its sides. 

The system advised by Ultzmafin for the treat¬ 
ment of gleet, and which is in some cases efficacious, 
consists in the application of astringent solutions 
to the membranous and prostatic parts of the 
urethra in a special manner. He passes a catheter 
having lateral openings to just beyond the com¬ 
pressor urethrae muscle, and gently injects the fluid 
into the membranous urethra, where, overcoming 
the resistance of the sphincter of the bladder, it 
flows backwards into that organ. When the 
bladder is full the patient immediately empties it 
through the urethra. It is well to begin with a 
very mild solution, and to gradually increase the 
strength daily. Ultzmann himself uses a solution 
consisting of sulphate of zinc, alum, and carbolic 
acid, 1 part each in 500 parts of water. This is 
diluted on the first day with three times as much 
water, on the second day with twice as much 
water, and on the third day with one part of water, 
afterwards using it at its full strength. Occasionally 
he uses a solution of nitrate of silver, from i in 
10,000 to 1 in 1000. The solution, of course, 
should be warmed to the natural heat of the body. 
About the end of the second week the irrigation 
is left off, and instillation of a few drops of nitrate 
of silver, five to ten grains to the ounce, is made 
into the neck of the bladder by means of a special 
syringe. This application should only be made at 
intervals of three or four days, and never until the 
effects of the previous application have entirely 
passed away. 

Guyon introduced a treatment consisting of the 
use of a solution Of perchloride of mercury in 1 
part in 30,000 to 40,000, and gradually increasing 
it up to 1 in 20,000. The bladder is filled in the 
way that Ultzmann advises, and the entire urethra 
is washed out by the patient emptying fiis Madder. 
This method of treatment is liable to Set up a good 
deal of irritation, and it often happens that but 
very little benefit is derived from it. 

Neisser introduces a solution of nitrate of silver 
about 1 in to,odo into the bladder, which is 
retained for an hour or so if possible; thfe 
application is repeated daily until the discharge 
has ceased It occasionally happens that even a 
solution of the above strength causes so much 
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irritation, and the passage of the catheter causes so 
much pain, that the remedy is sometimes almost 
worse than the disease. For the treatment of the 
posterior part of the urethra Dittel suggested the 
application of suppositories to the deeper portion 
of the canal. The suppositories are made of cacao 
better mixed with astringents or nitrate of silver, or 
whatever drug the surgeon directs, and are passed 
fnto the deep portion of the canal by means of a 
porte-remede . This instrument consists of a silver 
-catheter open at the distal end with a well-fitting 
obturator : it is passed down to the posterior part 
of the urethra, the obturator is withdrawn, and the 
•medicated bougie is then inserted and pushed 
down into the prostatic urethra by re-inserting the 
obturator. 

Sounds smeared with different ointments are 
occasionally used instead of this method; but it 
stands to reason that the anterior portions Of the 
canal will receive most of the medication in this 
plan, so that this method has not much to recom¬ 
mend it in posterior urethritis. 

Urethroscopic Treatment .—From what has been 
stated before it will be evident that the urethro¬ 
scope offers a very large field for the successful 
treatment of cases of chronic gonorrhoea, as we 
can, by its means, bring the diseased portion of 
the canal under both the hand and the eye of the 
surgeon, who is thus enabled to effectively treat 
the exact spot of the disease. 

One obtains much better results from the use 
of this instrument than from any other method 
or combination of methods in the treatment of 
this chronic complaint; and all the conditions 
enumerated as the cause of gleet, with the excep¬ 
tion of stricture, urethral chancre, and contracted 
meatus, may be treated by means of this instru¬ 
ment. 

The method of using the urethroscope in the 
treatment of this disease is the same as in the 
diagnosis, the only difference consisting in the fact 
that instead of merely contenting ourselves with a 
View of what we see, we treat the disease at the 
same time. The drug which one 'most frequently 
Ufces, and the one which will be found the most 
useful, is nitrate of silver; this is employed in 
solutions of from 2 to *0 per cent. Other solu‘- 
riohs, suth as of perchloride of mercury, a watefy 
sdlUfiort bf io per cent, of iodfire tom birred with 
* KMe ibdide of potassium, are occasionally of 


service ; so also iodized phenol may sometimes be 
employed with advantage. Sulphate of copper Or 
other astringents may be used ; but, taken as a 
whole, the drug which gives the best results, and 
is the more useful for everyday practice, is the 
solution of nitrate of silver. 

If we have a granular patch or an inflamed 
follicle or an ulceration, we dip a mop in the 
solution of 10 to 20 per cent, of nitrate of silver, 
and apply it freely to the part exposed. The first 
effect of this proceeding will be to largely increase 
the discharge; if there has been little or no dis¬ 
charge, and that only of a thin nature, in a few 
hours it becomes purulent. It is just as well to 
intimate to the patient that this will probably 
occur, but it will quickly subside again in the 
course of twenty-four hours or so. If it does not 
clear away, a weak injection of permanganate of 
zinc will probably soon clear it away. 

It occasionally happens that the urethroscopic 
tube causes a little bleeding from the inflamed 
surface of the urethra, and the patient, unless he 
is forewarned of the occurrence, may become vefy 
frightened, and the surgeon in charge of t he case 
may lose some credit. 

With regard to the frequency of these topical 
applications to the urethral canal, it may be stated 
as a fule that once a week is quite sufficient to 
apply them. Before using these topical remedies 
to the urethra it is a good plan to make the patient 
pass his water, so that he has emptied his bladder, 
and then, after the application of the drug, to 
restrain from urinating for at least four to five 
hours afterwards, in order that the drug may have 
k fair time to act upon the mucous membrane. 

I generally begin with the weaker solution, and 
gradually increase its strength according as the 
disease requires it, or as the patient is able to 
stand the temedy. A good deal of smarting is 
usually caused on the application of nitrate of 
silver, and it is well tb apply a freak solution of 
cdcaln to the part before passing the tube. Some 
parts of the canal require stronger solution than 
the others—-for instance, in the membranous and 
prostatic portions yoU may begin with a 10 per 
dent, nitrate of silver, but later on you may require 
evert as much as 40 50 per cent. Where we 

have a granular patch frith inflammation of the 
submucous tifcsUe, we must be careful that out 
urethroscopic tube i$ of a large site, and is passeA 
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beyond the thickening in order to dilate the 
urethral canal, and then whilst withdrawing it the 
patch can be cauterised. 

Small warts, limited as they generally are to the 
first inch or so of the canal, may be removed by 
touching them with solid nitrate of silver or strong 
solutions of chromic acid ; but the larger ones will 
require to be removed by a snare, or with the 
urethral curette, or by the galvanic cautery, or by 
some modification of Klotz’s instrument. This 
latter consists of two tubes fitting to the urethro¬ 
scope, the one being inside the other, and both 
having a lateral window; the inner tube revolves in 
the outer tube, and the wart or polyp is caught in 
the window, and then by revolving the inner tube 
the growth is cut off. 

It frequently happens that after the first applica¬ 
tion of nitrate of silver a marked improvement 
results,—in fact, many gleets are cured at one or two 
sittings. In other cases, however, much patience 
and perseverance is required, both on the part of 
the surgeon and on the part of the patient, before 
a complete cure is effected, and we cannot say 
that because a certain number of cases rapidly yield 
to urethroscopic treatment all cases of gleet will be 
quickly cured by its means. 

The treatment of vesiculitis is, as a rule, a rather 
protracted business. The subject is one which, 
until lately, has not been very well understood by 
many surgeons. Jordan Lloyd, of Birmingham, 
and Fuller, of New York, have done much to 
elucidate the course and symptoms both of the 
chronic and of the acute stages of this disease. 
The method of treatment pursued by Fuller con¬ 
sists in what he calls stripping the vesicles, and it 
will be as well to give it more or less in his own 
words. 

“ To accomplish this treatment, the patient pre¬ 
senting himself with a full bladder should, while 
standing with his knees straight, bend the body 
forward at right angles; then the operator should 
introduce the forefinger of one hand into the 
rectum, the fist of the other hand exercising firm 
counter-pressure over the pubes: by this means the 
end of the forefinger will in all cases reach well 
Beyond the posterior margin of the prostate. The 
bodies of the vesicles can thus be detected, one on 
each side beyond the posterior prostatic border 
(only the lower half of the body of the vesicles can 
be felt ordinarily by the finger, the rest being 


beyond the reach). After the forefinger has been 
so introduced, firm pressure should be made by its 
tip on the body of the vesicles as far back as it is 
possible to reach. Then the finger tip, the pressure 
being maintained, should be slowly and firmly drawn 
forward along the line of the vesicle; the manoeuvre 
is aided by the counter-pressure over the pubes 
with the free hand. This process may be repeated 
several times in connection with each vesicle. In 
this manner some of the vesicular contents, pro¬ 
vided the vesicle be diseased and extended, can 
be pressed out along its ejaculatory duct, and into 
the prostatic sinus. This treatment should be 
repeated once in four to five days, and in most 
cases as often as once a week ; it has occasionally 
to be supplemented by bladder injections of an 
antiseptic stimulating substance. Sexual inter¬ 
course should be prohibited until the patient is 
quite recovered, and should always be of a 
moderate amount” (‘ Disorders of the Male Sexual 
Organs,’ E. Fuller, 1895). 

Where a stricture of the urethra exists, and is 
the cause of the gleet, it will be necessary to treat 
it on the usual lines. If the stricture is recent and 
easily dilatable the passage of dilating sounds is 
usually sufficient. Where the inflammation of the 
submucous tissue has existed for some time, and a 
good deal of fibrous tissue has formed, due to the 
chronic inflammatory condition, some other means 
will be necessary in order to cure this condition, 
and the gleet which it gives rise to, owing to rapid 
re-contracture of the narrowing. Internal urethro¬ 
tomy is often used alone in the treatment of this 
condition, and is a very efficient means of curing 
stricture, combining as it does cutting with dilata¬ 
tion of the urethral canal. There are certain 
dangers attached to the performance of this opera¬ 
tion when performed in the usual manner, and a 
recurrence of the stricture is not at all an un¬ 
common event, one of the reasons being that 
immediately after the operation the urine passes 
over the cut surface of the stricture and causes an 
inflammatory condition, which later on is very 
likely to give rise to a re-contraction. If, in order 
to avoid this, the precaution is taken immediately 
after the operation to tie in a catheter, so-called 
catheter fever and septic poisoning are liable to 
occur. In order to do away with these complica¬ 
tions Reginald Harrison suggested the combination 
of internal urethrotomy with a median cystotomy for 
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perinaeal drainage; this m'.thod of performing the 
operation has, in my hands, given most admirable 
results, the urethra where the stricture has been 
cut remaining for a very considerable period very 
supple,—in fact, after this operation it is frequently 
not necessary to periodically pass an instrument in 
order to keep up the dilatation of the canal. The 
method of performing this modification of the 
operation is as follows :—After the ordinary internal 
urethrotomy is done a full-sized median lithotomy 
sound is passed into the bladder, and the patient 
put into the lithotomy position ; a small button¬ 
hole opening is made in the perinaeum, opening up 
the membranous part of the urethra. A director is 
then passed along through the wound in the 
perinaeum into the bladder, being guided by the 
sound. This latter is then withdrawn, and a full- 
sized winged catheter passed into the bladder 
through the perinaeal opening along the director. 
A long piece of narrow india-rubber drainage-tube 
with plenty of lateral openings is then passed from 
the meatus, one end of it being brought out through 
the perinaeal wound, the other being at the meatus ; 
by this means the anterior part of the urethra can 
be easily irrigated and drained, so that any blood- 
clot or discharge can be washed out. The drainage- 
tube in the anterior part of the urethra should be 
retained in for about three days, and the perinaeal 
catheter for about a week or ten days. After the 
withdrawal of this latter the wound will readily 
heal up. 

Where a gleet is dependent upon an irritation 
kept up by tubercular ulceration of some part of 
the urethral canal, the best method of treating it 
consists in perinaeal drainage combined with 
curetting the ulcer, and the subsequent application 
to it of the galvano-cautery through the urethro¬ 
scope. 

It very occasionally happens that in spite of the 
most energetic and prolonged treatment a case of 
gleet appears to be incurable. Where all conditions 
which are likely to give rise to this disease have 
been looked for and have been treated, and still 
the disease persists, the only method likely to cure 
the patient is perinaeal drainage of the bladder. 
This gives rest to almost the entire urethra, and 
by this means is very likely to bring about a cure. 

General Treatment —With regard to the general 
treatment, this consists in good hygiene, good food, 
fresh air, tonics, especially the perchloride of iron, 


sea bathing, &c.,—in fact, anything which tends to 
improve the general condition of the patient is 
likely to forward the cure of a gleet. Sexual inter¬ 
course must be strictly forbidden; horse-riding and 
bicycle-riding exercises are always injurious when 
there is any discharge; alcoholic excesses must 
also be carefully avoided. 

The question of the duration of the period of 
the contagion in chronic gonorrhoea is of very great 
importance, especially as to the question of marriage; 
for we know that in the present day the obstetric 
physicians have a large number of cases of chronic 
diseases of the uterine appendages under their care, 
the great proportion of which are undoubtedly due 
to an uncured gleet on the part of the husband. 
We are often not able to detect the specific coccus 
in the discharge, or in the so-called trippe friden; 
still they must exist hidden somewhere in the 
mucous membrane, ready to emerge when there 
is any exciting cause, such as over-indulgence in 
stimulants or in sexual intercourse. It is no un¬ 
common thing to find that a patient who has once 
had a gonorrhoea complaining that whenever he has 
intercourse it is very liable to set up an attack of 
gonorrhoea ; but this is really not a fresh infection, 
it is simply the rekindling of the old mischief. It 
is a good rule to advise patients not to marry till 
at least one year has elapsed after the total disap¬ 
pearance of all discharge, and not until the urethra 
has been put in a thoroughly healthy condition. 


THE PALLIATIVE TREATMENT OF 
CANCER OF THE CERYIX UTERI AND 
BLADDER IN WOMEN. 

By Nathan G. Bozeman, M.D., 
Gynecologist to St. Francis Hospital, J. C., St. Mary’s 
Hospital, Hoboken, and Bayonne City Hospital, New York. 

(From the Journal of the Amer. Med. Assoc., 

16th January, 1896.) 


I shall confine my remarks to the treatment of 
carcinoma of the cervix uteri and the bladder in 
the stage of the disease when any operative measure 
may be of doubtful expedience, or in cases where 
operations have been undertaken and the disease 
still progresses, the condition of the patients being 
most distressing from haemorrhage, sepsis, inconti¬ 
nence of urine, and all the evils resulting therefrom. 
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My interest has bepn aroused ip this class of 
patients, and no doubt you feel the same, because 
of their hopeless condition and the difficulty of 
caring for them ip our public hospitals. Certainly 
treatment wilL be directed to alleviating their 
suffering, and rendering their surroundings as 
wholesome as possible. 

Women afflicted with inoperable epithelioma of 
the cervix uteri, when they are not undergoing any 
treatment, complain most frequently of haemorrhage 
and a foul-smelling, bloody discharge from the 
vagina. The vaginal examination reveals a hard 
unyielding band of sclerous tissue in front of the 
cervix* extending nearly around the vagina and 
constricting it; beyond this is the diseased cervix, 
which is either destroyed, leaving a deep cavity 
with necrotic walls, or there may be a cauliflower 
growth on the cervix. Usually digital examination 
causes excessive haemorrhage, which is controlled 
by placing the patient in the supported knee-elbow 
position, exposing the cervix by introducing a 
perinaeal elevator guided by the finger, and gently 
brushing over the bleeding surface with a solution 
of persulphate of iron, or if necessary touching it 
with the Paquelin cautery, then packing or column- 
ing the vagina with dry cotton. Great caution 
must always be observed not to injure the ulcerated 
surface with the end of the speculum. This acci¬ 
dent) I have found, causes more bleeding than the 
digital examination. To guard against this I also 
use the knee-elbow position. 

In some cases the first indication is to overcome 
the partial stricture of the vagina which I have re¬ 
ferred to, in order to gain free access to the disease, 
and to allow the uninterrupted escape of the dis¬ 
charges. This is accomplished by means of hard 
rubber intra-vaginal dilators pf suitable sizes to admit 
of easy introduction. They are worn for several 
hours a day, and are removed for douching. This 
gradual dilatation is continued until the contrac¬ 
tion has yielded. The treatment sometimes is 
painful, and has to be alternated with columning 
the vagina. The column of antiseptic gauze and 
dry cotton I employ in all cases after first dusting 
on aristol or some other antiseptic powder, for a 
twofold reason : pressure, and absorption of the 
secretions. When it is properly introduced it may 
be worn forty-eight hours, then removed for 
thorough vaginal douching during the next twenty- 
four hours. It produces pressure on the diseased 


surface and against the constricting band in the 
vaginal wall. The secretions are retained in it for 
a considerable time, and it prevents bleeding; con¬ 
sequently the surface of the ulcer is maintained in 
a fairly clean state. I treat my patients about 
three times a week, and I find that they are kept 
quite free of pain and are not annoyed by the 
discharges. The disease has a natural ten¬ 
dency to extend, but in none of my cases has 
a perforation occurred into the rectum. I have 
had several where the bladder became involved, 
and here is where I believe most of the pain 
from the disease begins. The first manifesta¬ 
tion of the extension to the bladder is a severe 
form of cystitis with excessive vesical tenesmus 
and frequent urination, but when the perforation, 
of the vesico-vaginal septum takes place, and the 
urine finds a free outlet, all these painful symptoms 
subside ; a vesico-vaginal fistula is then established, 
and the bladder has physiological rest. 

Some of us are familiar with thq pitiable and 
loathsome condition of urinary fistula cases in 
former times, when the sloughing of the vaginal 
and bladder walls was due to prolonged pressure 
of the head in the parturient state; and we all 
know of the successes of my father in his untiring 
efforts to close these openings and restore such 
patients to health, so that now by following his 
teachings we are enabled to close all forms of 
vesico-vaginal fistulae. Thpse caused by carcino¬ 
matous ulceration, however, should never be closed. 
We must content ourselves with other means of 
treatment. 

In three cases which I have had under observa¬ 
tion I have used continuous irrigation of the 
vagina and bladder, alternating with Dr. Nathan 
Bozeman’s vesical drainage support, which is worn 
in the vagina, and collects the urine and conducts 
it into a soft rubber receptacle which is attached at 
the knee. 

Now as to the continuous irrigation. When this 
process is kept up for any length of time we must 
of course economise the fluid which we use, so I 
have had constructed an irrigator,* which does 
this by mixing air with the solution, and the two, 
while coursing through a perforated tube in the 
vagina when the patient is in a recumbent or sitr 


* “ An Air and Water Irrigator and Drain for Prolonged 
Douching in Deep Cavities,” ‘ New York Medical Journal,' 
May 27th, 1893. 
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ting posture, produpes a current which carries off 
with it all secretions and particles of debris. The 
reservoir, a glass bottle, stands upon a table near 
the bed, and is connected with the perforated tube 
in the vagina. The bottle ha3 a constant outflow,— 
that is, as the fluid escapes from it by the opening 
at the bottom, air passes down the long glass tube 
and takes its place. The pressure is thus main¬ 
tained constant, and it is represented by the weight 
of, the column of fluid extending from the lower 
end of the perpendicular glass tube to the circular 
opening at the bottom of the vessel. The stop¬ 
cock does not regulate the velocity of the efflux, 
but shuts off or turns on the flow. A certain pro¬ 
portion of the fluid, as it escapes from the bottle, 
collects in a small reservoir, where it is also main¬ 
tained at a constant level. In the bottom of it is 
a round opening, the area of which is such, that 
with a column of liquid two inches high, one-half 
an ounce escapes per minute. This is made to 
produce suction. The excess collects in an inter¬ 
mittent syphon and is discharged by it. The 
suction-pump and the intermittent syphon being 
connected with the perforated tube in the vagina, 
alternating columns of air and fluid pass quickly 
through it, carrying off with them the urine as it is 
secreted. Three hours is about the longest time 
that a bottle holding one.gallon will irrigate and 
drain. I have now under observation a patient 
who has been using the irrigator with very great 
comfort to herself for nearly a year. In her case 
I am also making applications once a week of 
hydrogen peroxide. The upper portion of the 
vagina, the cervix, and the bladder are destroyed, 
but still she can be drained, and is comparatively 
easy. In summing up I would recommend— 

1. Keep the seat of the disease in an aseptic 
condition. 

2. Prevent or counteract any narrowing of the 
vagina in front of the disease. 

3. When the bladder becomes involved use 
effective irrigation and drainage to carry off the 
urinq as soon as it is secreted. 


USE OF LARGE NON-PEDICULATED 
FLAPS FOB PLASTIC PURPOSES. 

The fact that flaps of skin entirely separated from 
their surrounding tissues will heal if transplanted, 


has been known for more than a century. Skin- 
flaps taken from the thighs were used tp make 
artificial noses in India during the latter part of 
the last century. Although these operations were 
performed by craftsmen, they were more successful 
than those done by the surgeons. The latter did 
not succeed in their efforts to utilise non-pediculated, 
flaps until the middle of the present century, when 
Wolfe transplanted a flap to form an eyelid after 
having removed the subcutaneous fat. After the 
introduction and general adoption of the Thiersqh 
method this one was abandoned. Krause was 
the first surgeon to successfully use flaps of skin 
extending down to the adipose layer. At first, 
following the method of the Indian craftsmen, he 
whipped the flap after having detached it upon three 
sides, in order to produce an artificial hyperaemia ; 
but this procedure appearing to be harmful, he 
abandoned it. The secret of success is most strict 
asepsis, and the use of no antiseptic solutions or 
moist sponges,—in other words, a perfectly dry 
operation. By baths, curettement, and wet alu¬ 
minium acetate or creolin dressings, he prepares a 
granulating surface to which the transplantation is 
to be made, all cicatricial and chronically inflamed 
tissues being removed. Haemorrhage is checked 
by gauze sponges. The part of the body from 
which the flaps are to be taken must be thoroughly 
cleansed, all antiseptic solutions being washed off 
with sterilised water. The flaps are cut off in the 
form of a longitudinal ellipse, and are then shaped 
to the part to be covered. They are dissected 
up with a scalpel, cutting between the cutis and 
subcutaneous fat. After dissecting up the tip, this 
is folded in so that the wound surface of the flap 
is covered as more and more of it is freed. If a 
very small amount of adipose tissue remains, it 
will not interfere with the nourishment of the flap. 
The latter usually shrinks to two-thirds its original 
size longitudinally, and a little less transversely. 
It adheres to the prepared surface as if glued on. 

Secondary haemorrhage is most likely to occur 
when a flap is placed upon the cancellous portion 
of bone. It is better to wait a few days before 
transplanting upon such tissue, because nutrition 
of the flap through newly formed blood-vessels 
does not occur until the sixth day, and meantime 
the flap is flourished by diffusion from the vessels, 
which will be impossible if a blood-clot intervenes. 
Krause never transplants upon freshly severed 
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tendons or upon cartilage, on account of the lack 
of sufficient nourishment for the flap. 

In transplanting upon the leg or arm it is not 
necessary to suture the flap. The dressing must, 
however, be most carefully applied. The limb 
should be massaged daily after transplanting upon 
ulcers of the leg. In nineteen cases of such ulcers 
which Krause treated by transplantation, fifteen 
were successful after a lapse of three and a half 
years. He used this method in forty-seven cases, 
and was successful in the majority. The special 
indication for this method is the necessity for 
covering extensive defects upon the leg or arm, 
especially when a cicatrix is exposed to mechanical 
injury. The frequent ulceration of Thiersch’s 
grafts under these circumstances renders them 
unfit for such surfaces.— Volkinanris Sa?nmlung , 
klinischer Vortrage , No. 143, 1896. 


NOTES. 

The Limits of Vaginal as compared with 
Abdominal Exploratory Section.— Dr. Henry 
C. Coe (* New York Polyclinic,’ June, 1896) gives 
the conditions which lead him to select the ab¬ 
dominal method of explorations : “ 1. In the case 
of neoplasms or obscure enlargements which are 
situated in the abdominal cavity, or have risen 
above the pelvic brim, especially if they are more 
or less adherent. 2. In ascites of doubtful origin, 
more particularly when tuberculous or malignant 
disease is suspected. 3. In cases of disease of 
the adnexa in which the latter are situated near or 
above the pelvic brim, as established by bimanual 
palpation. 4. In cases in which the history and 
symptoms point to general intestinal adhesions, 
and, above all, when appendical complications 
are suspected. 5. In ectopic gestation before 
rupture, when the sac is high up, at the side or in 
front of the uterus, instead of in Douglas’s pouch. 
6 In cases of intractable pelvic and abdominal pain 
of obscure origin, including the so-called neuroses. 
On the other hand, explorative vaginal section 
should be preferred : 1. In all cases in which the 
presence of pus within the pelvis is suspected, as 
in pyosalpinx, pelvic abscess proper, suppurating 
dermoids and cysto-adenomata, and hematocele. 
2. In the case of small intra-pel vie tumours 
situated in the pouch of Douglas, or at least 
readily accessible from below. Impacted ovarian 


cysts, dermoids, and fibroids belong to this 
category. 3. Adherent adnexa situated in the 
true pelvis. 4. Unruptured ectopic sacs in the 
same locality. 5. Circumscribed exudates and in¬ 
durations in the broad ligaments or behind the 
uterus, especially when associated with displace¬ 
ment and fixation of the latter organ.” 

Medical Record . 

Massage in Gynaecology. —We read in 1 La 
M^decine Moder.'e,’ March 14th, 1896, that M. 
Ponomareff has employed massage for different 
troubles of the pelv c organs of women. This 
method is indicated in the following maladies : 
1. Imperfect involution of the uterus after labour, 
and especially after miscarriage. In this class of 
cases massage rapidly diminished the size of the 
uterus. It prevents haemorrhage as well as the 
development of chronic troubles. 2. Chronic 
metritis, before it reaches the point of sclerosis, 
but accompanied with endometritis and dysmenor- 
rhoea. 3. Defective position of the uterus and 
ovaries. Massage acts favorably in these cases on 
the uterus and its ligaments, and thus permits a 
correction of the defective position of the pelvic 
organs. 4. Perimetritis and chronic parametritis 
are favorably influenced by massage; the exudates 
are reabsorbed, the adhesions become more pliable, 
and very often disappear. 5. Gynaecological mas¬ 
sage is of great diagnostic- value, as for instance, 
when the demarcation is not very clear between 
the uterus and a benign tumour. By diminishing 
the congestion of the uterus, massage permits of a 
more precise diagnosis. The following are the 
cases in which gynaecological massage is contra¬ 
indicated. (a) Pregnancy (normal and extra- 
uterine). ( b) Malignant tumours of the pelvic 
organs, (c) All the diseases accompanied by sup¬ 
puration, tubal blennorrhagia, and blennorrhagic 
perisalpingitis, (d) Acute febrile affections. The 
manual operation employed by the author was 
very simple; the finger, placed in the vagina or 
rectum, remains fixed and holds the diseased organ 
in place. With the hand placed on the abdomen 
friction of the affected organ is executed across the 
abdominal wall, which ought to be relaxed as much 
as possible. The patient is placed in the dorsal 
decubitus, with the knees flexed. The seances 
should take place every day, or every other day, for 
a period of from five to ten minutes. 

Medical Record, February 6th, 1897. 
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Senior Assistant Physician to the Hospital; 
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Malignant disease of the liver may conveniently 
be first broadly divided into two categories, which 
differ clinically on their manifestations. They 
are (i) malignant disease, whether primary or 
secondary, in which the symptoms have, speaking 
generally, a resemblance to those of cirrhosis ; and 
(ii) malignant disease of the biliary tract—the gall¬ 
bladder and bile-ducts. Here the clinical features 
are allied to those of gall-stones, with which the 
form of hepatic carcinoma is extremely frequently 
associated, or of primary malignant disease of the 
head of the pancreas. 

Clinical Features of Afalignant Disease of Liver 
(excluding the gall-bladder and bile-ducts).—It 
will be most convenient to describe the signs and 
symptoms of both primary and secondary malignant 
disease of the liver substance together, since the 
two conditions are frequently indistinguishable, 
and to note as we go along any points of difference 
between them, and to refer in passing to the other 
hepatic conditions which may imitate malignant 
disease. 

The liver is enlarged, and the enlargement is 
progressive. When the surface of the organ is 
irregular the growth is in the great majority of cases 
secondary; the nodules may be felt to be depressed 
or umbilicated in the centre, and thus can be dis¬ 
tinguished from the hobnails of a cirrhotic liver, 
from which the progressive character of the 
enlargement further separates it. It is true that 
in a minority of cases, primary malignant disease 
of the liver occurs in a multiple or nodular form, 
Vol. IX. No. 19. 


but clinically multiplicity of growth is in favour of 
secondary growths as against a primary one. 

The presence of growth in the liver gives rise to 
tenderness and pain; this is further increased by 
perihepatitis set up by the growth projecting on 
the surface of the liver. Much of the pain thus 
depends on the involvement of the capsule; and 
when the growth is deep-seated in the substance, 
as in some examples of primary carcinoma, it may 
be little marked or even absent The pain may 
be almost constant in the right hypochondrium, 
but is often especially felt in the back, in the 
shoulder, or in the loins. The presence of pain 
is important in forming a diagnosis between 
cirrhosis, in which it is.usually absent, and malignant 
disease. 

Small outlying secondary growths may form on 
the falciform ligament of the liver, and be felt 
during life near the linea alba, and greatly assist 
in forming a diagnosis of malignant disease. They 
may, however, be closely simulated by small islands 
of fat left intact when emaciation is proceeding 
rapidly; and in one case of secondary malignant 
disease of the liver, in which small masses were felt 
during life in the line of the round ligament, I 
could not find post-mortem what I had felt during 
life, and which had assisted in the diagnosis. 

Nodules of new growth on the surface of the 
liver may of course be closely simulated by peri- 
hepatitic adhesions or by syphilitic irregularities. In 
a case in the hospital a year ago a large lardaceous 
liver, syphilitic in origin, had adhesions on its 
anterior surface, which, when felt through the 
thinned abdominal walls, gave rise to a diagnosis 
of cancer. 

Gastric disturbance is frequent, there being loss 
of appetite, or even a marked distaste for food, 
especially for meat. Nausea is often present, and 
there may be actual vomiting, probably reflex in 
origin. The bowels are generally confined ; diar¬ 
rhoea may be troublesome in some cases, but it is 
rare. 

Hcemorrhages into the skin, &c., may depend on 
jaundice, but I have seen them in a case of primary 

carcinoma of the 
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jaundice, and where it appeared probable that 
rapidly destructive changes in the liver cells, or 
icterus gravis, set in and led to rapid death. 

Jaundice and ascites are not essential, but rather 
accidental symptoms of malignant disease of the 
liver substance. Their occurrence is due to a 
piece of the growth happening to compress the 
portal vein and bile-duct, or one of their main 
branches; a secondary growth in the glands in the 
portal fissure may thus give rise to both. 

Therefore during life one may expect either or 
both of them to appear almost at any period of the 
disease, or perhaps it would be better to say they 
may supervene at any time. They are not evi¬ 
dences of the extent or severity of the disease, but 
only of its situation. They both occur in about 
half the cases ; the jaundice, if marked, is a severe 
complication, and by giving rise to cholaemia may 
accelerate the necessarily fatal issue of the case. 
In a collection of cases of primary malignant 
disease of the liver Dr. Hale White* found that 
the jaundice was comparatively slight when present, 
and not of the marked character and prolonged dura¬ 
tion sometimes occurring in secondary malignant 
disease of the organ. The ascitic fluid may be 
serous and clear like that in cirrhosis, and, as in 
that disease, due to pressure on the portal vein. 
It may also be due to peritonitis set up by the 
growth, or to concomitant malignant disease of the 
peritoneum. 

The effusion may be blood-stained from extrava¬ 
sation of blood into the growths, especially when 
they are necrotic, and subsequent leakage into the 
general peritoneal cavity. In some cases, espe¬ 
cially in sarcoma, the loss of blood due to extrava¬ 
sation into the growths may be so excessive as to 
give rise to faintness and collapse, while at the same 
time there is marked increase in the size of the 
hepatic tumour, which may even fluctuate, and 
imitate very closely hepatic abscess. 

In rare cases, of which I have seen one, the 
ascitic fluid may be chylous; microscopically 
it contained a large quantity of fat globules, 
and at the autopsy it was shown that a 
secondary growth had infiltrated the thoracic 
duct. As showing the value of a microscopic 
examination, I may say that shortly after this 
observation some ascitic fluid from another case 


* Hale White, 1 Guy’s Hospital Reports/ 1890, p. 59. 


was removed by paracentesis, and to the naked 
eye closely resembled that drawn off* from the first 
patient, but on microscopic examination was shown 
only to contain pus cells. 

Emaciation of steadily progressive type is most 
characteristic, and is due to the rapid growth that 
takes place in the vascular liver; patients with this 
disease do not, as is sometimes seen in malignant 
disease of the stomach, gain weight when care¬ 
fully fed and nursed, but steadily go downhill. 

Progressive emaciation is, perhaps, more marked 
in cases of secondary malignant disease of the 
liver, for here there is in addition the effects of 
the primary growth, often in the stomach or colon, 
which has already, and perhaps for some con¬ 
siderable time, interfered with digestion and 
assimilation of food. In primary malignant disease 
the progress of the disease is very rapid, death 
often following even within three months of the 
first symptoms, and thus there may not be time for 
emaciation. In fact, in one case, a very rapid 
one, which I examined post mortem some three 
years ago, the man—who was, by the way, sent into 
the hospital for intestinal obstruction—was very fat. 

Cachexia is an important symptom of malignant 
disease in differentiating it from other enlarge¬ 
ments of the liver, such as that due to deeply- 
seated hydatid cysts, from Hanot’s hypertrophic 
cirrhosis with chronic jaundice, and from some 
cases of nutmeg liver where there is also con¬ 
siderable tenderness. The progressive character 
of the cachexia is of especial importance. 

The causation of cachexia is probably to be 
found in an auto-intoxication emanating from the 
rapidly proliferating growths composed of epithelial 
cells. The ceils of many normal glands, such as 
the pancreas, thyroid, supra-renal, provide an 
internal secretion which passes directly into the 
lymphatics or veins, and helps to keep up the 
condition of equilibrium we know as health; not 
improbably the liver itself has an internal secre¬ 
tion controlling the metabolism of sugar in the 
body. When epithelial cells run riot and form 
atypical growths, Qr what might be called abnormal 
glands, it is not unreasonable to believe that they 
may produce a morbid internal secretion which 
when absorbed poisons the body generally, and 
gives rise to the cachexia of malignant disease. 
In support of this view it is noticeable that 
innocent tumours composed of normal tissues do 
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not, however large they may be,* give rise to 
cachexia, unless they mechanically interfere with 
absorption and nutrition. There are other ways 
in which poisonous substances can be supplied by 
malignant growths. Rapid growth is often followed 
by necrosis ; and the products of disintegration of 
these cells, possibly combined with the poison, 
whatever it may be, that stimulated them to exces¬ 
sive growth, when absorbed into the circulation 
can hardly be other than toxic. Again, the necrotic 
growths offer a nidus for the development of 
micro-organisms, and pus from carcinoma of the 
liver has been found to contain the colon bacillus. 
Thus a secondary or terminal infection may super¬ 
vene in malignant disease of the liver. Rigors 
and fever are thus explained. So that besides 
cachexia there may be further evidence of auto¬ 
intoxication in a raised temperature. This is by 
no means always present, but is more often seen 
in malignant disease of the liver than of other 
parts of the body; it occurs, however, as Butlin 
and Colby have pointed out, in a considerable 
proportion of cases of sarcomata of the femur and 
tibia. A resemblance between malignant disease 
and cirrhosis of the liver may be noted in the fact 
that fever may, though not necessarily, occur in 
both, the determining factor in both probably 
being auto-intoxication. Cases of malignant 
disease of the liver with fever may thus simulate 
pylephlebitis, hepatic abscess, or possibly even 
typhoid fever. 

To summarise the differential diagnosis of 
primary and secondary malignant disease of the 
liver, it may be said that although enlargement 
with irregularities on the surface of the liver and 
deep jaundice are in favour of secondary malignant 
disease, the diagnosis cannot be made during life 
with certainty unless the fact that a primary 
growth is or has been present on the body be 
determined. Extensive melanotic growths in the 
liver may follow by a considerable interval the 
removal of a primary growth from the eye ; in such 
cases the nature of the hepatic enlargement is 
sometimes further indicated by the presence of 
melanin in the urine (melanuria). 

The course of malignant disease of the liver is 
rapid, and the treatment is palliative, and directed 
chiefly to the relief of pain and discomfort by 
morphine, &c. 

It is true that in some twelve or more cases 


excision of parts of the liver have been performed 
for malignant disease, and in some with marked 
success, but the operations were undertaken in 
most of them under the idea that there were con¬ 
ditions other than cancer present, such as hydatid 
cysts. 

Laparotomy, with a view of removing a diagnosed 
growth, would often be only an exploratory incision 
for the extent of the growth, and the presence of 
second growths would in a large number of cases 
render any operative treatment impracticable. At 
the present time, however, the surgery of the liver 
is advancing by such leaps and bounds that the 
value of resection of the liver for new growths is 
likely to be more extensively tested. 

Primary maligant disease of the liver seems to 
be more frequent in men than in women, and 
contrasts with what holds in primary carcinoma of 
the gall-bladder, which, like gall-stones, is infinitely 
commoner in women—gall-stones being five times, 
and carcinoma of the gall-bladder four times more 
frequent in women than in men. Both primary 
and secondary carcinoma of the liver occur in or 
after middle life, and are infrequent before forty 
years of age. 

Pathologically , secondary malignant growths on 
the liver are common, while primary malignant 
disease is rare, the ratio between the two being 
about 20 to 1 . 

Secondary malignant disease of the liver is more 
commonly carcinoma, while the lungs are the 
favourite situation for secondary sarcoma in the 
body. Secondary melanotic sarcoma not un¬ 
commonly affects the liver, and gives rise to 
enormous enlargement; with this exception, 
secondary sarcoma of the liver is comparatively 
infrequent. 

To the naked eye, secondary carcinoma and 
sarcoma are much alike ; the sarcomatous growths 
are more likely to be haemorrhagic. 

The most frequent sites of the primary growths 
are in the alimentary canal, colon, and stomach, 
from which small emboli of infecting cells pass 
along the portal vein and form carcinomatous emboli 
in the capillaries of the liver; thus secondary growths 
start, and are for a time inside the hepatic capilla¬ 
ries, while primary carcinoma is outside the vessels, 
or extra-vascular. Secondary growths are frequent 
when the breast is attacked with carcinoma; thus 
in 735 autopsies after carcinoma of the breast the 
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liver was affected in 241.* Primary growths else¬ 
where, as in uterus, oesophagus, kidney, &c., give 
rise to secondary hepatic growths. The growths 
are scattered through the substance and over the 
surface of the liver; they grow rapidly from their 
free supply of blood derived from the hepatic 
artery, which is sometimes found considerably 
enlarged. They are usually white on section and 
soft; they may break down in the centre, and 
externally become depressed in the centre or 
umbilicated; the necrosed part may appear 
greenish yellow from bile-staining or haemorrhagic. 
Sometimes the haemorrhage is excessive, and may 
burst into the peritoneal cavity. As mentioned 
above, their presence may give rise to perihepatitis, 
and so to much pain. 

Structurally the secondary growths resemble, of 
course, the primary; but, being more rapid in 
their growth, are softer and more liable to break 
down. When secondary to carcinoma of the 
stomach the hepatic growths may be either 
columnar-celled or spheroidal celled, when the 
colon is affected the hepatic growths are columnar- 
celled ; sometimes, however, the secondary growth 
may differ somewhat from the primary, the cells 
showing a transition from the columnar to the 
spheroidal type. When secondary to carcinoma 
of the breast the growth is spheroidal-celled; and 
when, as is comparatively infrequent, a primary 
growth in the lower part of the oesophagus gives 
rise to secondary deposits in the liver, their 
structure is that of a squamous-celled carcinoma. 

Primary malignant disease of the liver is 
generally carcinomatous, rarely sarcomatous. 
There are considerable variations in the forms 
of growth that may be met with. 

Primary carcinoma may be—(1) Massive, a large 
white growth expanding the liver like a shell 
around it, the surface of the liver being smooth as 
a rule, though secondary nodules sometimes occur. 
This form, described especially by Gilbert and 
Hanot, is more or less localised, and is more often 
found in the larger right lobe. Structurally it is 
usually a spheroidal-celled carcinoma of rapid 
growth springing from the liver cells themselves, or 
possibly from the cubical epithelium of the 
smaller bile-ducts. It has been suggested that 
embryonic relics derived from the duodenal diver¬ 
ticulum may be the starting-point of the growth. 

• Paget, * Lancet/ 1889, vol. i, p. 571. 


(2) Infiltrating, the growth being diffuse, and 
extending more widely than in the previous 
category. The growth may be comparatively slow, 
and so hard as to simulate cirrhosis. The whole of 
one lobe may become transformed into a hard 
yellow growth; in such cases the liver may not 
be larger than natural. It may, however, be 
rapidly growing and soft, and extend throughout 
the whole of the liver, uniformly enlarging it. 
Structurally it is a spheroidal-celled carcinoma. 

(3) Nodular. The appearance of the organ is like 
that seen when it is affected by secondary growths, 
the chief difference being that there is no primary 
growth. Some of these may spring from the larger 
bile-ducts on the substance of the liver, and are then 
columnar-celled carcinoma; but more often they 
are spheroidal-celled tumours, with large cells and 
comparatively little fibrous tissue. They grow 
rapidly, are prone to soften and degenerate, and 
may become haemorrhagic. They are probably 
derived from the liver cells. It has been suggested 
that some of them at least are the result of malig¬ 
nant growth taking place in accessory supra-renal 
bodies which have become included in the liver, 
or, as they are called, supra-renal “ rests/* Such 
suprarenal “ rests ” are common in the kidney, and 
have been found in the right lobe of the liver. A 
soft character of the growths, with a tendency to 
necrosis and haemorrhage, is a feature common to 
the hepatic carcinomata and many malignant 
tumours derived from the supra-renal bodies. 

As already mentioned, primary carcinoma of the 
liver is of rapid growth, and, probably as a result of 
this, colloid degeneration does not occur. 

(4) The condition termed carcinoma with cir¬ 
rhosis. There are, as in the last category, multiple 
tumours scattered through the liver, but there is in 
addition cirrhosis. This form, chiefly described in 
France, is rare, and it is probable that more than 
one condition has been described under this 
title. 

Some of the cases are probably that form of 
cirrhosis in which the hobnails are extremely well 
marked, and in which the hepatic cells in them 
have undergone a compensatory hyperplasia, so 
that there is what may be called cirrhosis of the 
liver associated with multiple adenomata. This 
condition of nodular cirrhosis has a great resem¬ 
blance, naked-eye, to multiple new growths. 

The contents of the hobnails may undergo fatty 
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degeneration, and may discharge their contents 
into the portal, or sometimes the hepatic vein, and 
give rise to thrombosis ; the presence of liver cells 
in the portal vein has been regarded by some as 
evidence that the change is carcinomatous, but 
without sufficient reason. 

In other cases of cirrhosis it seems probable 
that thrombosis of the portal vein is the primary 
factor, and that this leads to fatty degeneration, 
necrosis, and softening of the cirrhotic hobnails, 
which thus closely resemble masses of secondary 
new growth. 

Cirrhosis with compensatory hyperplasia of the 
liver cells forms a connecting link between cirrhosis 
on the ode hand and carcinoma on the other. 
Where the line separating the proliferation of the 
hepatic cells from carcinoma is transgressed it 
may be difficult to determine, but that carcinoma 
may thus result is probably, though rarely, the case. 
Many of the cases of multiple adeno-carcinomatous 
growths associated with cirrhosis are probably rather 
nodular cirrhosis than malignant, and it is noticeable 
that in this class secondary growths are very rare. 
My own impression is that most of the cases are 
the result of cirrhosis rather than the beginning of 
carcinoma, but it is advisable to keep an open mind 
on the subject. 

The histological structure of this form of carci¬ 
noma is described as being trabecular, the columns 
of cells resembling those “ pseudo-bile-ducts ” 
seen in various forms of cirrhosis of the liver. 
The latter structures, first described in biliary 
cirrhosis, are also found in ordinary cirrhosis and 
around gummata; recently Hanot has put forward 
the view that they are an attempt at compensatory 
hypertrophy on the part of the liver cells. 

Primary sarcoma of the liver is rarer even than 
carcinoma. Leith * collected twenty-five cases. 

The growth may start from the general connective 
tissue of the liver, from the perivascular connective 
tissue, and probably from Kupffer’s star cells around 
the portal capillaries, or, as in Dele'pine’s t case of 
melanotic sarcoma from the endothelium of the 
radicles of the hepatic vein. 

The forms of sarcoma met with are various; thus 
small round-celled, spindle-celled, mixed-celled, 
lympho-sarcoma, myxo-sarcoma, sarcoma com 
tabling cells that run together so as to form giant- 

4 4 Lancet/ 1897, vol. i, p. 170. 
t DeMpine, ‘ Path. Trans./ vol. xlii, p. 61. 


cells, angiosarcoma, and melanotic sarcoma have 
all been described as arising primarily in the liver. 

Sarcoma of the liver occurs earlier in life than 
carcinoma; cases have been recorded in very 
young children. In this connection a caution may 
be thrown out not to regard as diffuse sarcoma 
the pericellular cirrhosis of congenital syphilis. 

Primary melanotic sarcoma of the liver is, of 
course, much rarer than secondary melanotic 
growths in the liver; in it the liver may attain an 
enormous size, so much so that although the 
patient wastes his weight actually increases. 
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Gentlemen, —I have chosen the subject of 
“ Painful Menstruation ” for discussion to-day 
because this condition is an exceedingly common 
one, and therefore one that we shall all have to 
meet and to deal with frequently in practice. I 
trust that what I have to say on the subject may 
prove useful to you. 

Before dealing with painful menstruation I must 
make a few preliminary remarks about normal 
menstruation, in order that you may better under¬ 
stand what I have got to say later. 

Structure of the Uterus . —The uterus is composed 
of three layers or coats,—an outer peritoneal coat, 
a thick middle coat composed of non-striped 
muscular tissue, and a lining layer of mucous 
membrane. The mucous membrane is lined by 
a single layer of columnar ciliated epithelium, and 
from its surface run glands down to the muscular 
coat. Between the glands is a delicate connective 
tissue, which is very similar to adenoid tissue in 
structure and microscopic appearance. 

Phenomena prior to and accompanying men¬ 
struation which have an important bearing on 
painful menstruation; 

(a) Engorgement. 

( b) Uterine contractions. 

(c) Casting of membrane. 
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Engorgement. —The first thing to be noticed is 
that the tissues of the pelvis—by that I mean the 
pelvic organs, such as the uterus, Fallopian tubes, 
broad ligaments, &c.—have been anatomically 
shown to be practically erectile tissues. -Prior to the 
menstrual period a great engorgement of all these 
tissues takes place. This is shown first of all in 
the cervix, which is seen to become very much 
congested. Then in cases of hernial ovary, where 
the sac of a hernia contains an ovary, it is noticed 
that just before the menstrual period the contents 
of the sac swell up and become tender, showing 
that the ovaries are engorged prior to menstruation. 
That the body of the uterus becomes engorged 
and enlarged is shown in cases of fibroid disease. 
An abdominal fibroid of some size can be measured 
from day to day and proved to enlarge, and to reach 
its greatest size just before the menstrual flow 
commences; and this is also shown in certain cases 
of fibroid disease, where this engorgement leads to 
retention of urine. Such retention of urine nearly 
always takes place just before the menstrual flow 
begins. 

Uterine Contractions .—It is probable that rhyth¬ 
mic contractions take place in all organs containing 
much non-striped muscular tissue,—for instance, the 
intestines, blood-vessels, &c.; and these contractions 
probably occur also in the uterus. We know that 
there are rhythmic contractions of the pregnant 
uterus,—that is admitted; and they arc generally 
painless, but not always so. It is probable that 
during menstruation vigorous uterine contractions 
occur, and sometimes these contractions are 
painful. 

Changes in the Mucous Membrane .—It is held 
by many observers that at any rate a part of the 
mucous membrane of the uterus is shed during 
menstruation. As a rule no distinct membrane is 
found, and if this shedding of a menstrual decidua 
does take place normally, the tissue disintegrates, 
and is not passed as a distinct membrane. Some¬ 
times women do discharge membrane from the 
uterus during menstruation. Occasionally this is 
a painless process, but more frequently it is 
accompanied by pain. 

Limit of the Pain in Painful Menstruation .— 
One must limit the pain to what Dr. Ghampneys 
has termed the genital sphere,—that is, an area 
bounded above by a line drawn between the crests 
of the ilium, and below by another line drawn 


across at the level of the knees. It is within this 
area that the pain due to definite uterine disease, 
such as uterine cancer, is found to be limited. 
This would exclude such pain as headache and 
pain in the breast, which frequently accompany 
menstruation. 

Measure of the Pain .—The pain may be of any 
severity, from merely trifling discomfort to extreme 
agony. It is the duty of the medical man to 
estimate, as far as possible, the amount of pain. 
First of all, one must remember that there is in 
most cases a large neurotic element; but bearing 
that in mind, there are certain signs which will help 
one. The first is that severe pain will probably 
produce a rapid pulse, then vomiting, arid in some 
extreme cases severe shock, with all its accom¬ 
panying symptoms, cold clammy skin, and so on ; 
and the effects of this shock may not pass away for 
some days. 

I would, for the purposes of description, divide 
painful menstruation into three varieties : 

The spasmodic. 

The membranous. 

The inflammatory or congestive. 

The Spasmodic .—This variety occurs in neurotic 
women, in women suffering from anaemia and 
other chronic causes of ill-health, and also in 
women who have ill-developed uteri. 

If a patient who suffers from this condition be 
examined, the passage of a uterine sound, especially 
when it reaches the internal os, but also when it 
reaches the fundus, nearly always sets up a spasm 
of pain, which is at once recognised by the patient 
as being similar to that experienced during men¬ 
struation. The uterus is often anteverted or flexed, 
and this has been made a great deal of by some 
writers; but it must be noticed that anteflexion is 
the normal condition for uteri that have not borne 
children, so that as this condition occurs in nulli- 
parous women, it is obvious that in most of these 
cases anteflexion will be found. 

Clinical History .—The clinical history of such a 
case is that the pain is nearly always primary, 
coming on at puberty, but not always so : it may 
arise at any period of menstrual life. The intensity 
of the pain varies much. It may be slight, or it 
may be so severe as to produce vomiting and 
collapse, as above mentioned. The pain is limited 
to the genital sphere; as a rule it precedes the flow 
by some hours, and lasts for from twenty-four to 
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forty-eight hours, and it is generally relieved when 
the flow becomes well established. It comes in 
spasms or pangs, with intervals between them; 
usually the menstrual loss is scanty in amount. 
Occasionally some periods are free from pain. If 
a patient suffering from this condition becomes 
pregnant, she is generally cured by a labour at or 
near full term; but if she marries and remains sterile, 
the pain is often greatly aggravated, and it is a fact 
that women suffering from this variety of painful 
menstruation are frequently sterile. Not infre¬ 
quently a woman who, when single, suffers in this 
way, but not enough to compel her to seek medical 
advice, is forced to seek such advice after a 
few months of sterile married life on account of 
the aggravation of the pain. This condition is 
often associated with hysteria, neuralgia, headache, 
and cold extremities. The pain is probably due 
to painful and spasmodic contractions of the in¬ 
ternal os uteri. The obstructive theory has been 
disproved by experiment. 

The cold extremities and the scanty menstrual 
flow above mentioned seem to show that there is 
also some vaso-motor spasm. 

Membranous Variety .—It is held by some that 
membrane is always shed at menstruation; if that 
be so, it is certainly very uncommon to find such 
a membrane. Sometimes a membrane is shed 
without pain, but much more frequently it is ac¬ 
companied by pain. Sometimes several members 
of the same family pass these membranes at the 
menstrual periods. 

Clinical History .—This is also a primary dys- 
menorrhcea coming on at puberty. As a rule the 
menstrual flow is profuse. Before or at the begin¬ 
ning of the flow the patient experiences colicky 
pains, which are not relieved by the flow. After 
a longer or a shorter interval the flow ceases, and 
at the same time the pain becomes greatly aggra¬ 
vated ; then a membrane is passed, the flow returns, 
and the patient is generally relieved. Sometimes 
this occurs once, sometimes several times during 
the menstrual period, depending upon whether 
the membrane is passed in one or in several pieces. 
There may be a complete cast of the uterus. The 
patients are frequently sterile. 

On examining such a membrane or portions of 
membrane, one surface will be found smooth— 
the surface facing the uterine cavity, and on it 
may be seen the openings of the utricular glands. 


The surface which has been detached from the 
uterus is generally shaggy. 

Diagnosis .—This membrane has to be distin¬ 
guished practically from, first of all, early abortion; 
and secondly, decidual cast due to either (1) extra- 
uterine pregnancy, or (2) cast from one horn of 
a double uterus, the other horn of which is 
pregnant. 

The best way of making your diagnosis is first 
of all to float your specimen in water; if it is an 
early abortion you will see shaggy villi attached to 
the chorion. 

It is more difficult to distinguish a dysmenor- 
rhoeal membrane from a decidual uterine cast, but 
as a rule the decidual cast is thicker, and the 
uterine cavity of the cast is larger. Dysmenorrhoeal 
membrane is, as a rule, shed in small pieces; a 
large piece of membrane probably means pregnancy 
somewhere. 

The microscope sometimes helps in distinguish¬ 
ing the decidua from the membrane of membranous 
dysmenorrhcea. Sometimes the tissue is similar 
to that of the non-pregnant mucous membrane 
which I described at the commencement of my 
lecture; but sometimes the cast is composed of 
large cells, which cannot be distinguished from the 
“ decidual ” cells of the pregnant uterine mucous 
membranes. 

These photo-micrographs which I pass round 
show very well the differences between the structure 
of the decidual membrane of pregnancy, and that 
of some specimens of dysmenorrhoeal membrane. 

Inflammatory or Congestive Dysmenorrhcea .— 
This variety is associated with, first of all, pelvic 
inflammation, either acute or chronic; secondly, 
disease of the Fallopian tubes, such as pyosalpinx; 
thirdly, uterine fibroids and polypi It generally 
occurs in women who have borne children, or who 
have had gonorrhoea. 

As a rule the pain is most marked before the 
flow, sometimes days before the flow, — that is, 
when the uterus and other pelvic organs are 
becoming engorged with blood. 

Inflammatory adhesions may mat the pelvic 
organs together; then there is engorgement at the 
menstrual period, the parts are stretched, and the 
result is pain. 

Treatment. —General treatment which will apply 
to all varieties. It is very important that the 
general health should be attended to. Anaemia 
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should be treated. Regular action of the bowels 
is most important, and this is best obtained by the 
use of saline purgatives. Moderate exercise is also 
an important point in the treatment. Horse-riding 
for those who can afford it, and bicycle riding. 

Treatment for the Spasmodic Variety .—As before 
mentioned, cold extremities and scanty menstrual 
flow suggest the presence of vaso-motor spasm; 
hence the treatment that will cause dilatation of 
the peripheral arterioles is frequently very useful. 
First of all, the very popular foot-bath and hot gin 
and water are often very successful. With the same 
object in view, nitro-glycerine may be given in 
doses of of a grain three times a day, and 
continued for some time, also ammonium carbonate 
and acetate. 

Treatment directed towards the Spasms. —Some¬ 
times ergot will stop these spasms by inducing a 
tonic contraction of the uterus. Another drug 
which seems to lessen uterine spasms is tincture of 
castorium given in doses of 20 m. to a drachm 
three times a day. Antipyrin and phenacetin I 
have found useful, but especially antipyrin, and I 
generally give it combined with bromide of potas¬ 
sium and sal volatile in the following prescription : 


Antipyrin 

gr. x. 

Pot. brom. 

gr. xv. 

Spir. ammon. aromat. 

5 j. 

Aq. chloroformi... 

I oz. 


—every three hours while the pain is severe, only 
three doses to be taken. The sal volatile acts as 
a vaso-dilator, and also is a useful stimulant should 
the.antipyrin cause depression. 

Various other drugs have been recommended,— 
cannabis indica, belladonna pulsatilla, viburnum, 
sold as tincture viburnum co.; I have no personal 
experience of these. 

In many cases drugs fail, and under such cir¬ 
cumstances the best treatment is to dilate the 
internal os uteri with bougies. . The dilatation 
should be carried out under an anaesthetic until 
the bougie is firmly grasped by the ring of the 
internal os, when attempts are. made to withdraw 
it. Dilatation should be carefully carried a little 
beyond this point, so that the ring shall be 
thorougnly well stretched. In most cases this 
relieves the pain; in some it cures it entirely; in 
others the pain returns after a shorter or longer 
time; but the operation, if carefully performed with 
all antiseptic precautions, is neither severe nor 


dangerous, and can be repeated if necessary. If 
the patient is a married woman one need not hesi¬ 
tate to suggest the operation. Not infrequently 
dilatation in a sterile woman is followed both by a 
cure of the pain, and also by pregnancy. 

With an unmarried woman, of course, one has 
to be exceedingly careful, and one would not sug¬ 
gest the operation unless there were some urgent 
need for it,—such, for instance, as pain which 
has defied all other treatment, and which is so 
severe as to affect the patient’s general health 
during the intermenstrual periods, or cases in 
which the pain is associated with attacks of mania ; 
or, again, cases in which the severity of the pain 
interferes with the patient earning her livelihood, 
as in the cases of servants, who are often unable 
to keep their situations since their employers object 
to their having to lay up perhaps two or three days 
each month. 

Many other operative procedures have been 
suggested, such as dividing the os uteri, wearing 
stem pessaries, &c.; but none of these are recom¬ 
mended because they possess no advantage over 
the simple dilatation, and they are much more 
dangerous. 

Treatment of the Membranous Variety .—The 
treatment of this variety, which is uncommon, is 
the employment of the general treatment and 
drugs recommended for spasmodic dysmenorrhcea. 
This may be of use, but as a rule the treatment is 
not satisfactory. Dilatation and curetting the 
uterus just before the period has in some cases 
given relief, but usually the relief is only 
temporary. 

Treatment of the Congestive Variety. —The treat¬ 
ment of this variety is often very difficult and very 
troublesome. If possible, the cause should be 
treated; for instance, if the patient has pyosalpinx 
or polypus, this should be removed. The general 
treatment should be conducted on the principles 
above stated. The free and regular evacuation of 
the bowels is a very important point in the treat¬ 
ment of this variety, as it is in the treatment of the 
other varieties. The drugs before mentioned— 
such as antipyrin, phenacetin, and cannabis indict, 
should be tried. Some authorities have re¬ 
commended the removal of the ovaries and 
Fallopian tubes in these cases.; but such treat¬ 
ment is dangerous, and though it generally 
stops menstruation, it frequently fails to cure the 
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inter-menstrual abdominal pain from which these 
patients generally suffer. It is not recommended. 
In some cases, perhaps, the breaking down of 
adhesions may do good, but such cases should be 
very carefully selected. 

In no variety of painful menstruation should 
opium or morphia be given. I have seen some 
sad cases of the morphia habit in young women 
produced in this way. 

I hope, gentlemen, that I have made myself 
clear to you, and that you may have picked up 
some useful hints from my remarks. 

Should any of you desire to study this interest¬ 
ing and important subject further, let me recom¬ 
mend you to read Dr. Champneys’ little book on 

Painful Menstruation,” which contains within 
moderate compass practically all that is known 
about the subject. 


CLINICAL DEMONSTRATION 

ON 

CASES OF HEMIPLEGIA. 

Delivered at the West End Hospital for Diseases of the 
Nervous System, January 26th, 1897, 

BY 

HARRY CAMPBELL, M.D., F.R.C.P.Lond., 

Physician to the Hospital, Senior Physician to the North- 
West London Hospital. 


Gentlemen, — I think that we should at first enter 
into some anatomical considerations so as to clear 
the ground before considering the subject of this 
lecture. I have drawn here a rough diagram of 
the motor tract, which, I think, will help us in 
understanding the way in which various lesions 
may produce hemiplegia. You will observe the 
two hemispheres and the two crura uniting in the 
pons. I have mapped out the fourth ventricle, 
and the aqueduct of Sylvius, which connects this 
with the third ventricle. The nuclei of the third 
and fourth nerves are situated in the door of this 
aqueduct; all the other nuclei of the motor cranial 
nerves are situated in the door of the fourth ven¬ 
tricle. These grey masses give origin to the 
cranial motor nerve^ just as the anterior horns 
in the cord give origin to the spinal motor 


nerves. All motor nerves, in fact, originate 
from ganglion cells, and the fibres as they pass 
down from the cortex to these cells decussate 
in every instance but in the case of the fourth 
nerves, which themselves decussate. The cor¬ 
tical fibres passing to the cranial motor nerves 
decussate at different intervals; that is to say, 
those belonging to the third nerves cross over 
before the facial fibres, and the latter cross at a 
higher level than the hypoglossal fibres. On the 
other hand, the fibres which pass to the spinal 
motor nerves all decussate at the same level, 
namely, at the anterior pyramids. The fibres as 
they pass down from the cortex travel through the 
corona radiata, the internal capsule, and thence to 
the crus and the pons. The “ internal capsule ” is 
a stumblingblock to many men ; and this is not 
surprising, for the term is very misleading. It is 
simply that part of the cerebral conducting tract 
which lies between the corona radiata above and 
the crus below. If we follow the fibres up from 
the internal capsule through the corona radiata, 
we observe that they spread out like a fan. It 
therefore follows that a small lesion is more likely 
to produce a complete hemiplegia if situated in 
the region of the internal capsule, where the motor 
fibres occupy a narrow area, than when located 
near the cortex. Hence, in a case of cerebral 
paralysis, the more limited this latter, the more 
likely it is that the lesion is near the cortex. 

You will observe from the diagram that a lesion 
above the upper half of the pons will, if sufficiently 
extensive, produce a hemiplegia which is complete; 
but that when it is situated in the lower part of the 
pons, the facial fibres having decussated may not be 
implicated, and in this case there will be paralysis of 
the arm and leg on the opposite side, but not of 
the face. On the other hand, you may have the 
muscles on the same side of the face paralysed, 
because the lesion may involve the nucleus or the 
actual fibres of the facial nerve of the same side. 
Therefore, in lesions of the lower part of the pons, 
you may have what is called “ crossed ” or 
“alternate” hemiplegia. 

Now I will turn to the actual phenomena of 
hemiplegia. What are the muscles which escape 
in this affection ? They are especially those which 
are associated in action with their fellows of the 
opposite side. Some of these muscles must act 
with their fellows, — the occipito-frontalis, for 
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example; such almost entirely escape paralysis. 
On the other hand, those muscles suffer most 
which in their movements are most independent 
of their fellows,—such, for instance, as the hand 
muscles. So that we arrive at this principle : the 
more independent a muscle is of its fellow on the 
opposite side, the more is it paralysed in lesions of 
this description, and contrariwise. 

In connection with this subject it must be care¬ 
fully noted that not only are the muscles on the 
hemiplegic side paralysed, but in a lesser degree 
those on the opposite side as well. Thus if we 
test a case of right-sided hemiplegia, we shall find 
that the left leg and hand are weaker than normal. 
It would, in fact, appear that each cerebral hemi¬ 
sphere not only energises the muscles on the oppo¬ 
site side of the body, but to some extent those of 
the same side as well. 

Sometimes the occipito-frontalis and orbicularis 
palpebrarum are markedly involved in hemi¬ 
plegia. In such a case we may find that the 
muscles on the affected side of the face act more 
decidedly when the patient smiles than upon 
voluntary effort. Such is, however, not the case 
when the paralysis of the face is due to disease 
of the facial nerve or its nucleus. This fact may 
be useful in discriminating between a lesion of 
cerebral and one of peripheral origin. 

With regard to the order of recovery of the 
paralysed muscles, the leg recovers before the arm ; 
the movements of the thigh before those of the 
lower part of the leg; the movements of the 
shoulder before those of the arm, and the latter 
before the movements of the hand. 

Two or three days after the stroke we generally 
get evidence of inflammatory action in the brain. 
It arises secondarily to the lesion. 

As regards the nutrition of the paralysed 
muscles, the atrophy is generally no more than 
can be accounted for by disuse. Sometimes 
it seems to be more than this, and in such 
cases we may get a sluggish response to faradism 
and galvanism alike. The grey matter from which 
the motor nerves arise is practically never impli¬ 
cated in the descending degeneration which occurs 
secondarily to hemiplegia. Hence the absence of 
marked atrophy and the reaction of degeneration 
on the paralysed side. 

Certain vaso-motor phenomena may be observed 
On the affected side. It may be hotter or may 


be colder than the other; there may be pallor or 
lividity, or there may be redness. There is often 
a tendency to oedema in the paralysed limbs. This 
is especially observed in cases of Bright’s disease 
and heart trouble. In rare cases bedsores may 
form; they are generally situated over the tro¬ 
chanter or over the malleolus, and not, as in para¬ 
plegia, over the sacrum. 

In most cases of hemiplegia we find some 
alteration in sensation. It is now recognised that 
the so-called motor region of the cortex is not 
merely motor : it is to a large extent sensory. We 
often find on the paralysed side some loss of sen¬ 
sation to touch and pain, and also defective muscle- 
sense. 

I now pass on to a consideration of the excessive 
muscle action observed on the paralysed side. 
First of all there is rigidity. If we see a case two 
or three hours after the stroke has occurred we 
shall frequently find that the muscles on the 
affected side are rigid, and this rigidity is no doubt 
caused by the direct irritation of the lesion. The 
presence, therefore, of unilateral rigidity in one who 
is comatose may help us in diagnosis. 

After a few days a second form of rigidity may 
set in. It lasts from a few days to a few weeks, 
and is brought about by the irritative action of 
the inflammation in the brain. 

A few weeks after the stroke we may get the 
“ late rigidity ” that lasts from a few weeks to some 
years. In the upper extremity the flexors predo¬ 
minate over the extensors, while the reverse hap¬ 
pens in the case of the lower extremities. In a 
marked case the position of the upper extremity 
is very characteristic. There is adduction of the 
upper arm, flexion of the forearm, pronation of the 
wrist, and flexion of the fingers. In marked cases 
of this kind you may be pretty certain that the 
disease dates from early life. The distortion of 
the limb is never so extreme in hemiplegia of late 
life. 

Finally, the rigidity may pass on to actual con¬ 
tracture—permanent organic shortening—of the 
muscles. So that there are four kinds of post¬ 
hemiplegic rigidity: that from irritation of the lesion, 
lasting from a few hours to a few days; rigidity 
from secondary cerebral inflammation, lasting from 
a few days to a few weeks; “late rigidity,” due 
to descending lateral sceletpsis; and finally, per¬ 
manent organic 
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Other forms of excessive muscle action on the 
paralysed side must now be briefly referred to. A 
common variety is what Gowers has termed “ mobile 
spasm.” It is due to tonic contraction of the | 
muscles of an extremity—chiefly the upper,—the 
contraction gradually becoming greater in certain 
groups of muscles than in others, and thus causing 
the arms, hands, and Angers to move slowly in 
various directions. In some cases of old infantile 
hemiplegia, the paralysis may have so completely 
cleared up that you may be doubtful as to 
whether it actually existed. If in such cases you 
ask the patient to hold out both hands, you may 
find one hand moving about in the peculiar 
fashion known as mobile spasm; and if this 
happens you may be certaip that the patient has 
suffered from actual hemiplegia. 

I shall only refer to two other varieties of post¬ 
hemiplegic spasm:—choreiform movements, of 
which I shall show you a good example, and 
unilateral epileptiform convulsions. The latter 
are a common sequel to infantile hemiplegia. 

In these cases of post-hemiplegic movement 
three facts stand out very prominently. First, 
the lesion dates in most cases from early life; 
secondly, it is generally one producing soften¬ 
ing; and thirdly, it is usually situated in the 
neighbourhood of the optic thalamus. The lesion 
interferes with the development of the motor 
centres, which are in consequence rendered un¬ 
stable. We are beginning to see that one of the 
highest functions of nerve-centres is self-restraint, 
or auto-inhibition. It is a familiar fact that when 
a man is run down he is apt to become irritable , 
—that is to say, his nervous system is unduly re¬ 
sponsive to stimuli. The more healthy the ner¬ 
vous system the greater the self-control, not only 
of the psychic ego , but of the individual ganglion- 
cells situated in the cortex and elsewhere. It 
would, therefore, appear that post-hemiplegic spasm 
is due to an unstable condition of the higher motor 
centres, in consequence of their mal-nutrition or 
mal-development. In regard to this latter point, 
it is an interesting fact that the lesion generally 
dates from early life, and thus tends to interfere 
with normal development. 

We will now consider the causes of hemiplegia. 
You may divide them into functional and organic. 
There is not much difficulty in diagnosing func¬ 
tional hemiplegia. First of all, the face is hardly 


ever, if ever, involved. Next, the arm is generally 
less paralysed than the leg. In two thirds of the 
cases the paralysis occurs on the left side, just as 
in ovarian pain, megrim, and clavus. Marked 
sensory disturbances are frequently met with, and 
the intensity of the symptoms is apt to vary from 
time to time. If therefore a girl with hemiplegia 
presents no paralysis of the face, has the leg more 
paralysed than the arm, if there is a tendency to 
hemiansesthesia, and if these symptoms vary in 
degree from day to day, we shall have little diffi¬ 
culty in pronouncing the disorder to be functional. 

The causes of organic hemiplegia are tumour, 
haemorrhage, embolism, and thrombosis. Tumour 
I shall not discuss. Haemorrhage may of course 
result from such diseases as purpura, scurvy, and 
leucocythaemia. Of haemorrhage thus arising and 
causing hemiplegia I shall say nothing. Nor is it 
to my purpose to-day to say anything of traumatic 
cerebral haemorrhage. I shall confine my observa¬ 
tions to the haemorrhage resulting from arterial 
degeneration. 

Hemorrhage .—In all such cases this appears to 
take place secondarily to miliary aneurisms, varying 
in size from of an inch to of an inch. These 

aneurisms are most frequent in the neighbourhood 
of the corpus striatum. One half the cases of 
cerebral haemorrhage occur in this region: hence 
the frequency of hemiplegia. They increase with 
each decade, being most common between sixty 
and eighty; after eighty they seem to diminish. 

It is most interesting and very important to note 
that the haemorrhage takes place from the bursting 
of these miliary aneurisms, and not from the 
rupture of a brittle atheromatous artery. It is 
my opinion that the true pathology of these 
miliary aneurisms has yet to be written. 

According to Charcot’s observations granular 
kidney is present in only one third of the cases. 
Dr. Savill will not be surprised at this, as he has 
told us that you may have thickening of the arte¬ 
ries and high vascular tension without granular 
kidney, and I am myself familiar with cases of 
this kind. 

Embolism .—Cerebral embolism results in most 
cases from cardiac disease. Occasionally the 
embolus is carried away from the lungs. 

Thrombosis .—Thrombosis of the middle cerebral 


artery may give rise to hemiplegia, and according 
to Gowers, thrombosis of the veins on one side, 
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leading into the superior longitudinal sinus, is 
responsible for the hemiplegia of children. Throm¬ 
bosis is predisposed to by disease cf the arteries, 
the two most frequent being syphilitic arteritis 
and atheroma. Let me emphasise the fact that 
the most common cause of syphilitic hemiplegia 
is thrombosis. Thrombosis is also predisposed 
to by blood conditions, —such, for example, as ob¬ 
tain in the acute specific fevers, gout, chlorosis, 
and wasting diseases. Feebleness of the circula¬ 
tion is the third great predisposing cause. 

I propose before showing the patients to attempt 
to give you a few rules, by which you may diagnose 
between hemiplegia resulting from haemorrhage, 
thrombosis, and embolism. It is important to 
make such a diagnosis, both from the point of 
view of prognosis and of treatment. The presence 
or absence of premonitory symptoms is helpful in 
this respect. In haemorrhage the premonitory 
symptoms are not as a rule pronounced. The 
actual attack of hemiplegia is due to the bursting 
of a miliary aneurism. This gives no time for 
premonitory symptoms. Such premonitory sym¬ 
ptoms as may occur are probably due to the failing 
circulation, resulting from the associated atheroma. 
In embolism, again, we as a rule get no premonitory 
symptoms. The embolism is carried to the middle 
cerebral artery, and the patient becomes affected 
at once. In rare cases premonitory signs are said 
to occur. In this case we must assume minute 
embolisms to lodge in the brain before the lodg¬ 
ment of the one that causes the actual stroke. 
They are also said to result from an embolus only 
partially occluding the vessel. In hemiplegia from 
thrombosis, on the other hand, premonitory 
symptoms are almost always well marked. If the 
patient has for some time prior to the attack 
suffered from giddiness, loss of memory, head¬ 
ache, or transient paralyses, we think of thrombosis. 

If the stroke is attended by coma, haemorrhage is 
probable. Prolonged and deep coma is distinctly 
in favour of haemorrhage. The presence of coma 
with evidence of a small cerebral lesion strongly 
suggests haemorrhage. 

Suppose hemiplegia comes on after excitement 
or muscular effort, such as straining at stool or 
lifting a heavy weight, or at the onset of very cold 
weather, which sends up the blood tension, haemor¬ 
rhage is probable. The state of arterial tension at 
the time of the stroke helps us. High tension at 


this time suggests haemorrhage; a very low tension 
makes us think of thrombosis. Evidence of pro¬ 
nounced atheroma in an old person is slightly in 
favour of softening. If there is a history of syphilis 
or evidence of heart disease, and the patient is 
under forty, the case will almost certainly be 
thrombosis or embolism. 

Inflammatory reaction is more pronounced as a 
rule in softening than haemorrhage. Limitation of 
the paralysis to one limb, aphasia, and the occurrence 
of post-hemiplegic spasm are in favour of softening. 
Permanent mental defect after a stroke suggests 
thrombosis. I rather fancy that where the 
recovery is considerable, and where the patient 
gets almost quite well, the cause is most likely to 
be haemorrhage. ^ 

I now proceed to show you some cases of hemi¬ 
plegia. The patient before you is forty-two years 
of age, though he looks older. He had a stroke 
in 1892, that is when he was thirty-eight. He has 
no heart disease, but there is a history of syphilis. 
The presumption, therefore, is that we have here 
a case of syphilitic thrombosis. From his history 
we learn that he had been for some time suffering 
from headache—a common premonitory symptom 
of this affection ; and that one day when he was in 
his shop at work his teeth began to chatter, and 
he temporarily lost the use of one leg. This was 
evidently a slight preliminary attack. 

The actual stroke did not occur till one month 
later. In the interval, headache was bad; there 
was great sleeplessness, also loss of memory; to 
use the patient’s own language, he was “ altogether 
out of sorts.” These were the premonitory signs, 
and most valuable signs too, indicating as they 
did the active progress of the arterial change. If 
this patient had come under observation when 
these symptoms first appeared we might very 
possibly have prevented the stroke. You notice 
that he has the characteristic hemiplegic walk, 1. e. 
the paralysed leg is swung round when carried 
forward. In functional hemiplegia the patient does 
not do this. This gait results from the inability 
to adequately flex the foot on the leg, so that the 
toes are apt to catch on the ground as the para¬ 
lysed leg is moved forward. To avoid this it is 
swung round. It is quite easy to recognise a case 
of hemiplegia a long way off by this peculiar walk 
The same end is sometimes attained by bending 
the knee more than usual. 
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The next patient gives a history of hemiplegia 
on the left side, but I can get no present evidence 
of it. What is noticeable is that all the muscles 
on the left side of the face are paralysed. On 
frowning the left side of the forehead does not 
wrinkle, and the left eye does not close so well as 
the right. He suffers from noises in his left ear, 
and is deaf on this side. It is therefore clear that, 
whether he has had hemiplegia or not, he must 
have had some lesion involving the left auditory 
and facial nerves. There is a history of syphilis, 
and we conclude that this is a case of syphilitic 
deposit at the base of the brain. 

The next patient I show you is a typical instance 
of post-hemiplegic hemichorea. She is fifty-four 
years old. The right arm and leg are in continual 
movement. This is sometimes so violent as to 
throw her down. You will observe that the arm 
is frequently carried behind the back, probably 
because in this position the spasm can be more 
effectually overcome than in any other. As so 
frequently happens in cases of this kind, the hemi¬ 
plegia dates from childhood. 

This next case is one of hemiplegia in a girl 
set. 12. Though she is well-grown and looks 
healthy, she has the tell-tale teeth of Hutchinson. 
She was stricken with paralysis on the right side 
three months ago. The attack came on with a 
convulsion (a not infrequent occurrence in the 
hemiplegia of children), and left her aphasic. The 
aphasia has entirely disappeared. It never per¬ 
sists in children. You will observe that she has 
already marked rigidity of the paralysed side, 
with increased myotatic irritability. We have 
come to the conclusion that her attack is due to 
syphilitic thrombosis. This is a very rare mani¬ 
festation of congenital syphilis. 

This man is 48 years of age; there is no history 
of syphilis, and there is no cardiac trouble. The 
attack occurred without any warning. He was 
quite well on going to bed. In the morning he 
was found to be in a state of coma, and when he 
awoke from this he could not move the left side of 
the body. According to the rules I have given 
you, it should be a case of cerebral haemorrhage. 
We know, as a matter of fact, that haemorrhage 
often occurs during sleep. I do not, however, 
find any evidence of arterial degeneration in this 
case, and the radial tension at present, at all 
events, is not high. You notice this patient has 


difficulty in flexing the foot of the paralysed ex¬ 
tremity, and the means he adopts to prevent the 
toe from catching on the ground. He does not 
swing the leg round, nor bend the knee excessively, 
but tilts up the same side of the pelvis, so that the 
paralysed leg is lifted higher than the other. 

The remaining cases I will ask you to examine 
for yourselves. 


DEMONSTRATION OF CASES 

(POST-GRADUATE COURSE) 

At the Charing Cross Hospital, February nth, 1897, 

BY 

FREDERICK WILLCOCKS, M.D.Lond. F.R.C.P., 

Physician to Out-patients to the Hospital, and 
Lecturer on Materia Medica and Therapeutics in the 
Medical School; 

Physician to the Evelina Hospital for Sick Children. 


Gentlemen, —I propose to ask you to examine 
with me to-day a number of cases illustrating 
various forms of disease. I shall not attempt 
any detailed dissertation on any of them, but will 
draw your attention to the more salient points, and 
invite inquiries and discussion on the part of my 
hearers. 


Facial Paralysis. 


First I show you two cases of facial paralysis, 
which presented themselves in my out-patient 
clinique during the last week. The first is in a 
youth who sat in a draught in a railway train, which 
set up neuritis in the motor part of his seventh 
nerve at its point of exit from the stylo-mastoid 
foramen. The paralysis is very pronounced on 
the right side of the face, and he presents all the 
classical features of the condition. He cannot 
close the right eye, the right side of the face is 
very immobile, and the sulci are obliterated. You 
will notice he is unable to whistle. 

The paralysis in this young girl is on the left 
side of the face. She went to bed in her usual 
health one night, and on awaking in the morning 
she became aware of the paralysis, so that a definite 
cause cannot be assigned for it. There is no evi¬ 
dence of any aural disease, and the paralysis is 
most probably due to exposure to cold, as in the 
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other instance. You will notice that the angle of 
her eye appears to be very much irritated, and that 
the tears are not carried away as usual, but run 
over the face ; there is paralysis of the orbicularis, 
and of the tensor tarsi. As these are uncomplicated 
cases of peripheral neuritis, stimulation is not 
called for at present, but if they do not soon 
improve I propose to have their galvanic irrita¬ 
bility tested. These cases of simple peripheral 
neuritis often get well of themselves, though slowly. 
These two patients are taking iodide of potassium. 

A Case of Exophthalmos with Enlarged 
Spleen. 

This patient is a young woman aet. 21, who was 
admitted last November. When she presented 
herself at the out-patient room her exophthalmos 
was noticed, and it was thought she might be a 
subject of exophthalmic goitre. But there has 
been no goitre in the case. On admission her 
pulse was rapid, her temperature high, and her 
spleen was enlarged. After she had been in the 
ward a few days it was suggested that she might 
have typhoid fever, and she was put on typhoid 
diet. The temperature continued high for some 
weeks, but was of a hectic character. At the 
present time her temperature is almost normal, but 
the eyeballs are still as prominent as ever, and are 
said to have been so a year. The spleen is, if 
anything, a little larger than it was on admission, 
and is hard. At one stage of the illness the ques¬ 
tion was raised, “ Was it a case of suppuration in 
the spleen?” There is a hard mass just below 
the left ribs, dull, but not painful. The absence 
of pain and the fall of temperature are against the 
presence of pus. She has had no diarrhoea nor 
N spots. She has been in Germany, but was never 
exposed to any malarial influences. She is anaemic, 
and there is a certain reduction in the haemoglobin 
and in the quantity of red corpuscles, but no 
approach to leukocytosis ; no other glands are 
enlarged. The case may be termed one of lymph- 
adenoma, but tha,t does not help us in assigning the 
cause of her condition. There is no haemorrhage 
nor history of any, neither is there any evidence 
or history of tuberculosis. She has tachycardia, 
but no albuminuria, nor has she had any delirium. 
From the point of view of lymphadenoma she has 
been taking arsenic, and is doing so still. Of 
course the eyeballs may be naturally very promi¬ 


nent, or the exophthalmos may be due to pro¬ 
longed anaemia and weakness. Therefore I am 
afraid we must leave the diagnosis an open ques¬ 
tion. 


Case of Malignant Deposit in both 
Pleurae and the Peritoneum. 

This case is very interesting from a clinical point 
of view. You see the patient is a woman somewhat 
past middle life. Ten years ago our late senior 
surgeon, Mr. Bellamy, removed the left breast for 
what was diagnosed as adenoma, this diagnosis being 
supported by microscopical examination. A few 
months ago she began to develop various sym¬ 
ptoms. On admission to the hospital a very 
hard, stony mass was discovered in the left side of 
the pelvis, and since her stay in the medical ward 
she has developed fluid in both pleurae. Fluid 
has been extracted from her right pleura to the 
amount of 14 ounces, and was found to be of a 
deep red colour and sanious. 

It is possible that the mass in the pelvis is a 
secondary deposit from the operation of ten years 
ago, the fluid being due to the same cause. In 
any case, the presence of fluid in more than one 
serous cavity is very significant of morbid deposit, 
either tubercle or malignant growth. In the next 
case I have to show you there is effusion in the 
peritoneum and left pleural cavity due to tubercle. 

The abdomen also is much distended, no 
doubt by fluid in the peritoneal cavity. Of 
course, the growth which was removed ten 
years ago might have been adeno-sarcoma or 
some other form of mixed tumour associated with 
undetected malignant elements, but the notes 
make no mention of malignancy. It is also quite 
possible that the present development may be 
altogether unconnected with the previous disease 
in the mamma. There are no nodules on the scar 
of the old operation. The case was at first re¬ 
garded as one of malignant disease of the uterus, 
but there is no breach in the mucous surfaces of 
the part, nor is there any foetid discharge. Her 
bowels act satisfactorily; there is slight rise of 
temperature, but that may depend on irritation of 
the serous membranes. Her chief trouble now is 
dyspnoea. 


T ubercular Peritonitis with Effusion into 
the Left Pleural Cavity. 

When this boy, aged 15 years, first came in, it 
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was an open question whether he had typhoid 
fever, as his abdomen was distended and he had 
fever. The temperature was of a hectic type, and 
when he had been on typhoid diet a week, fluid 
began to accumulate in his abdomen. Therefore 
the idea of typhoid was abandoned, and it is now 
pretty certain that it is a case of tubercular peri¬ 
tonitis. The abdomen is of the typically doughy 
kind, and it is evident that there is tubercular 
deposit. A few days ago the lungs were quite 
normal, but recently he has developed fluid in his 
left pleural cavity, and this has gone on increasing 
since with wonderful rapidity. 

The whole of the left side of the chest is now 
absolutely dull up to the clavicle, and the heart is 
thrust over to the right side, where it can be seen 
to pulsate. The breath-sounds are very feeble, 
and all the physical signs point to the presence of 
fluid effusion in the left pleural cavity. 

It is possible that there may be pus in the 
region of dulness, or the effusion may become 
purulent; but the extreme rapidity of its appear¬ 
ance points to its being probably non-purulent at 
present. 

There is no family history of phthisis. 

[On the day following the lecture about two 
pints of clear serum were withdrawn from the 
left pleural cavity.] 

Endocarditis associated with Numerous 
Rheumatic Nodules in a Boy. 

This boy, aet. 11 years, has a singularly numerous 
collection of rheumatic nodules on his knees and 
elbows, and he is also a subject of endocarditis,— 
two conditions which are very frequently associated. 
He had rheumatic fever four years ago, and has 
had two attacks since. You will notice a very 
loud systolic bruit at the apex, indicating pro¬ 
nounced regurgitation at the mitral valve. The 
rheumatic nodules, ranging in size from a millet 
seed to a split pea, are exceptionally numerous, 
especially around the knee-joints. Others occur 
on the elbows and wrists; but there are none on 
the scalp or along the spine. 

Aneurysm of the Arch of the Aorta. 

This strong, well-developed man, aet. 41 years, 
is a ship’s fireman, and came in suffering from pain 
in his chest and down his left arm, and a swelling 
in his left arm near the wrist. On looking across 


his chest one can make out a distinct pulsating 
elevation on the left side of his thorax, in the 
second and third spaces, and the area is dull on 
percussion. There is no audible bruit there. A 
Rontgen skiagraph was taken on the screen a few 
days ago, when a shadow appeared at the spot 
indicated. There is no evidence of any great 
intra-thoracic pressure on the large veins; the 
larynx is normal, and the voice fairly good; his 
chief symptoms at present appear to be due to 
bronchitis and its accompanying dyspnoea. There 
is probably also some pressure on the left bron¬ 
chus, as the respiratory sounds are weaker on that 
side. This is an aneurysm which could easily be 
overlooked; but pain down the left arm should 
lead us to suspect some intra-thoracic pressure 
in the absence of any other local signs. The 
patient is on a modified Tufnell’s diet and on 
iodide of potassium. 


Lardaceous Spleen associated with 
Chronic Fibroid Phthisis and Bron¬ 
chiectasis. 


This old man is the subject of enlarged spleen, 
of a somewhat obscure character, but probably 
lardaceous. There is also absolute dulness all 
over the left side of his thorax, in which area 
very little respiratory movement could be seen on 
admission, and no vocal resonance or vibration. 
The questions which arose were, was the com¬ 
plaint malignant disease affecting the left lung and 
the spleen, or was it a fibroid lung with lardaceous 
spleen, or was there fluid? He was punctured, 
but no fluid was withdrawn, so that the diagnosis 
was narrowed down to fibroid lung, with thickened 
pleura and probable bronchiectasis or neoplasm. 
Since he came in there has been more respiration 
at the left apex, cavernous in character. Against 
neoplasm is the fact that there has been no 
advance since admission, and his symptoms have 
been present for the last three years at least. It 
therefore seems most likely that he has a fibroid 
lung, with possibly some excavation at the apex, 
this excavation probably being full of secretion 
when he came in. He has expectorated plenti¬ 
fully lately; the sputum has been of a purulent 
character for three or four years. The spleen is 
probably lardaceous. It is distinctly palpable, 
markedly enlarged, and hard. 
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Leukaemia. 

This man, a marine engineer, has an enormously 
enlarged spleen, the organ occupying more than 
half the abdomen, reaching from the umbilicus in 
the middle line to the brim of the pelvis. He has 
spent a good deal of time in malarial districts, 
chiefly in China, and malarial fever seems to have 
been the commencement of his trouble. When 
he was admitted he had nearly as many white as 
red corpuscles, but now the white have diminished. 
He has remained remarkably well considering his 
condition. There is now one white corpuscle to 
thirty red, and he has been on very large doses of 
arsenic for a long time, viz. 10 or 15 minims of 
liq. arsenicalis three times daily. He has no 
secondary deposits of lymphomatous tissue. In 
most cases malaria causes only a general hyper¬ 
trophy and fibroid enlargement of the spleen with¬ 
out leukocytosis. In the present instance the 
hypertrophy of the organ is associated with an 
enormous increase in the white cells. 


NOTES. 


Super-alimentation in Tuberculosis. —Lor- 
chet lays emphasis upon the fact that the food 
which nourishes and is suitable for a healthy man, 
is not sufficient for tuberculous subjects; they 
require super^alimentation, which, being methodi¬ 
cally administered, modifies, and finally greatly 
exceeds the amount required for nutrition. 

• This principle, which was established by Debove, 
led to forced alimentation by gavage, and it has 
happened that patients attacked by unsurmountable 
anorexia have in this way recovered their natural 
appetites. These not uncommon examples would 
appear to confirm the opinion of Debove, that 
there is no relation whatever between the appetite 
of a tuberculous subject and the digestive power 
of his gastro-intestinal juice. 

In his work on the treatment of pulmonary 
phthisis, Daremberg cites two recoveries obtained 
by forced alimentation, one being that of a young 
physician in whom the disease had reached the 
stage of softening, and who was unable to take or 


retain the slightest food. Super-alimentation by 
gavage not only enabled him to bear without any 
ill effects an exacerbation of the disease six months 
after the beginning of the treatment, but also to 
resume his practice under unfavorable climatic 
conditions, and to eat normally. His relative 
recovery was maintained in good condition six 
years later. 

The second case referred to an hysterical 
phthisical patient who rejected everything she 
swallowed, and who was emaciated to a skeleton¬ 
like degree. After five or six gavages she was 
able to swallow without the tube, and seven years 
later her recovery still persisted. At present 
gavage is no longer resorted to except in cases 
of necessity, such as uncontrollable vomiting and 
absolute anorexia. It is nearly always possible 
to overcome the disgust of the patients for their 
food by persuasion. 

Meat powder now forms the basis of super¬ 
alimentation, as it can be administered by the 
mouth. Nutritious in small quantities and as¬ 
similable without fatiguing the digestive organs, 
meat powder forms the aliment par excellence of 
the consumptive; whether given alone, by gavage, 
or mixed with various liquids, to patients unable 
to eat and consequently doomed to an early 
death, or administered in conjunction with their 
ordinary food to patients having a good appetite, 
meat powder is the only substance which allows 
of an assured and methodical super-alimentation. 

In apyretic tuberculous cases the matter is very 
easy, and they can be given large doses of powder. 
Debove, Grancher, and Bouchard have noticed 
surprising improvement under these conditions. 
Even in cases where the patients had vesperal 
fever, with tuberculous infiltration or even soften¬ 
ing, Daremberg has several times seen super¬ 
alimentation rapidly bring up the general condition 
and cause the disappearance of the cavernous 
lesions. As for the patients having a fever, and 
who must not be over-fed, no food is better 
calculated to antagonise the losses which expose 
these unfortunates to an early death. As stated 
by Debove, “ we know what the future has in store 
for the consumptive who ceases to eat. He is 
consumed by the fever; has sudorific, intestinal, 
and bronchial losses; while his receipts are nil\ 
and his expenses exaggerated.” 

La Medecine Modeme, December 16th, 1896. 
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Physician to the General Hospital, and Professor of 
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In the first place, I will give an account of the case of 
hysterical mutism. The patient, a faiily healthy- 
looking man, a tanner, set. 33, said that he had always 
been well until seven or eight years previously. 
He was then a seaman, and on a voyage to New¬ 
foundland he was shipwrecked in the ice off the 
Newfoundland coast. They had to leave the ship 
and take to the ice, and after enduring for some 
days intense cold, great privation, and exposure, 
were rescued by some fishermen with much diffi¬ 
culty. His arms and fingers were frost-bitten, and 
he was taken to a hospital. The hardships he 
had passed through had affected his mind, and 
from the hospital he was sent to a lunatic asylum, 
where he stayed for six months. He then came 
back to England, and after being in the Liverpool 
and Bristol Hospitals for some weeks he improved 
in health, and went to work as a tanner. His 
health had, however, never been good, and he had 
been under medical treatment at intervals since. 
He had apparently had two or more previous 
attacks of loss of speech within the last few years, 
unaccompanied by difficulty in swallowing, but I 
could not obtain very exact information from him 
as to these attacks. 

The present illness began on September 6th, 
1896, with sudden loss of voice, so that he was not 
able to speak or whisper. This lasted until 
September 14th, when he found “something going 
wrong in his mouth,” so that he could not open 
Vol. IX. No. 20. 


his mouth, and had great difficulty in swallowing. 
The act of swallowing gave him great pain, and he 
had also pains in the back of the neck, shoulders, 
elbows, forehead, and back of the head. He was 
admitted on September 14th, and when seen on 
the evening of that day he was sitting up in bed, 
was not able to speak or whisper, and could only 
swallow with great difficulty; he took a mouthful 
of fluid, threw his head well back, and then 
swallowed it with a slow series of spasmodic 
gulps. His face was contorted with frequently 
recurring twitchings of the muscles, raising the 
eyebrows, frowning, and drawing out the comers 
of the mouth in a sardonic smile. The masseters 
were spasmodically contracted, and there was 
tenderness over the right masseter; the abdominal 
muscles were hard, rigid, and firmly contracted, 
and he complained (by writing) of a pain passing 
through the body at the level of the diaphragm. 
Pulse and respiration were regular, the latter easily 
performed, and temperature was normal. He fully 
comprehended everything said to him, and seemed 
very intelligent; he expressed himself freely by 
gestures, especially frequently bringing his hand 
up to his throat to indicate that he could not 
speak, and he had a pencil and paper by him with 
which he was eager to write a full account of his 
symptoms. He was hyperaesthetic to light, and 
showed annoyance on a candle being brought 
close to him. 

On examination, he could not open his mouth 
more than about a third of an inch, and owing to 
the muscular spasm we could not further depress 
the jaw; he was also wholly unable to protrude 
his tongue. The knee-jerks and other reflexes 
were normal; there was the muscular spasm above 
described, but no paralysis of any muscles. There 
was no muscular wasting, no loss of power in the 
limbs. The pupils were equal and reacted well, and 
ophthalmoscopic examination showed the optic 
discs and fundi to be normal. The case at first 
sight presented some difficulty in diagnosis. To¬ 
gether with the absolute and complete loss of 
voice, and of whispering, of sudden onset, itself 
suggestive of hysteria, the true nature of the case 
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was suggested by the following incident. He was 
anxious to write an account of his complaints, but 
I prevented him from doing so at first, as I wished 
to examine him. It occurred to me that persons 
of his condition of life almost invariably lick the 
end of the pencil before they write, and that if this 
was his habit, he would perform this action auto¬ 
matically, and in doing it . would protrude the 
tongue. He was given the paper and pencil, and 
in taking up the latter put it to his mouth, which 


tember iSth he had improved in so far that he 
could open his mouth and protrude his tongue a 
short distance. The tongue could now be moved 
freely in all directions within the mouth; it was 
not wasted, but a little tremulous and indented by 
the teeth. He swallowed better, but still with a 
gulping movement, throwing his head back. He 
was still absolutely mute, not being- able to utter 
a sound, and this was now the most striking 
feature of the case. He could now whistle feebly. 



he then opened rather wider than he had been 
able to do before, protruded his tongue a little way 
and moved its tip round the point of the pencil in 
the customary manner, thus showing that there 
was no true paralysis of the tongue muscles. A 
mixture containing chloral and bromide was 
ordered, and he was then left for the night. 

On examining him more fully next day, the 
twitchings of the facial muscles had nearly ceased, 
and his power of swallowing had improved; in 
other respects he remained the same. Areas of 
hyperaesthesia to the prick of a pin were now 
found to be present on the right cheek and right 
side of the neck and over the chest, and there was 
anaesthesia over the posterior surface of both upper 
extremities (see charts). The visual fields were con¬ 
tracted. Smell was not affected. Examination of 
the thoracic and abdominal organs showed them.to 
be healthy, and the urine was normal. By Sep- 


In other respects he appeared well, understood 
everything said to him, and communicated freely 
with others by writing and by gesture. 

On September 22nd he began to speak a little 
in a whisper. 

On September 26th the pain and tenderness had 
disappeared from the right side of the cheek, and 
he was able to speak in a louder, but still subdued 
tone. On September 28th he again lost his voice 
for a few hours, but regained it and began to speak 
in a louder tone, and shortly afterwards left the 
hospital cured. 

The case was, then, one of the condition known 
as hysterical mutism, but it was further complicated, 
and the diagnosis thereby rendered somewhat 
more difficult, by the presence of tonic spasm of 
the masseters, of the muscles of the tongue, of 
the abdominal muscles, and of clonic contractions 
of the facial muscles. Muscular spasm is~a 
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Again, over the right side of the lower jaw and of aphonia, lasting for from some days to several 
the upper part of the neck, there was hyperaesthesia. weeks. Except that she can only whisper and 
Affection of sensation, generally in the direction of is rather weak and anaemic, she is perfectly well, 
loss, is often present in the cutaneous areas over- and presents no other signs of hysteria On 
lying muscles which are the seat of hysterical con- laryngoscopic examination her vocal cords are 
tracture, and affords valuable aid in diagnosis, seen not to come properly together in phonation, 
The affected area does not correspond with that of their free margins being curved with the concavity 
the nerve distribution of the part. It was curious inwards. The first attack followed an hysterical 
in this case that hyperaesthesia was present on the fit which was caused by a fright. In any case, 
right side only. where aphonia has once appeared it is apt in 

As above stated, the muscular spasms soon future to form the predominant feature, and often 
ceased, that of the facial muscles first, then of the recurs again and again. It is distinguished from 



G. J. Area of hyperaesthesia on right cheek and neck. 


masseters, whilst rapid improvement in swallowing | hysterical mutism, which is much less common, 
took place, leaving behind the most striking by the retention of the whispered voice, whilst 
feature of the illness, which was the first to in the latter there is no power to utter any 
appear, namely, the absolute loss of voice and ! articulatory sound whatever. The lesser may pass 
even of whispering. Loss of voice, aphonia, or into the graver condition or vice versd . In the 
reduction of voice to a whisper, is not uncommon above case power of whispering was recovered 

in hysterical subjects, as in this girl I now show first, a fact which lends support to the view that 

you. It may be a transient affection or may hysterical mutism is of the same nature as, but 

last for months or years. This girl can only I a more severe form than, hysterical aphonia, 

speak in a whisper ; the present attack has According to Charcot, total loss of articulation 
lasted for over three months, and during the last fyrther distinguishes hysterical mutism from deaf 

two years she has had several similar attacks of mutes, who can make various noises, and, from 
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simulators, who are also not absolutely mute, but 
utter sounds. 

In hysterical mutism the onset is, as a rule, 
sudden ; it may follow a fright or other violent 
emotion, or be present after recovery from an hys¬ 
terical fit. When it has once occurred the patient 
may suffer from an attack without any assignable 
cause, as in this case. The duration varies from a 
few hours—as was exemplified by the transient re¬ 
lapse during our patient’s progress towards reco¬ 
very—to weeks, months, or even years. Sooner or 
later recovery occurs, often suddenly, sometimes 
gradually, as in this patient, in whom a period of 
aphonia preceded the full regaining of his voice. As 
a rule, the movements of the tongue and lips not 
concerned with speech are unaffected, the tongue 
can be moved freely. In my patient the difficulty 
of swallowing and the spasm of the lower jaw 
muscles formed an unusual complication; for a 
time the latter prevented any examination of the 
tongue, but as the spasm passed off it was seen 
that the tongue could be freely moved in the 
mouth, whilst the mutism persisted. In a case 
mentioned by Charcot* the patient could not 
protrude the tongue on account of muscular 
spasm. 

Men are often affected, perhaps nearly as fre¬ 
quently as women. Help in diagnosis may be 
afforded by the presence of other signs of hysteria, 
most commonly right hemiplegia and hemianaes- 
thesia of the hysterical type, with affection of the 
special senses. 

Other signs of hysteria in the present case, in 
addition to muscular spasm, were the areas of 
hyperaesthesia and of deficient sensation, the former 
most extensive on the right side of the body, and 
the concentric contraction of the fields of vision. 
But not very seldom other signs of hysteria are 
absent, and mutism is an isolated manifestation of 
the neurosis. In such a case a history of previous 
similar attacks is of great aid in diagnosis, but in 
the absence of such a history the features of hys¬ 
terical mutism are sufficiently characteristic, and 
are well exemplified above. The first character¬ 
istic, absolute loss of uttering any sound, has been 
already alluded to; another, is the action of carry¬ 
ing the hand to the throat and mouth to indicate 
by gesture the defect from which the patient is 


# ‘ Lemons du March/ 1888-89. 


suffering; further, the patients are much given to 
express themselves by gestures of a very animated 
and complicated kind, and Charcot observes that 
on account of these exaggerated gestures patients 
with hysterical mutism have been considered to be 
insane, and even conveyed to an asylum. Then 
they are equally anxious, if not illiterate, to write in 
great detail an account of their feelings and sym¬ 
ptoms. My patient seemed to have a perfect 
passion for writing, and was most anxious that 
we should read all that he wrote. Next the intel¬ 
ligence is perfect, the patients comprehend every¬ 
thing that is said to them ; they can read—unless, 
of course, illiterate—printed and written characters* 
understand what they read, and can write from 
dictation. The exceptional cases in which there is 
agraphia will be alluded to later. 

In these points lies the distinction of hysterical 
mutism from aphasia due to organic lesion, gene¬ 
rally to vascular lesions in the cortical centres for 
speech. From all forms of sensory aphasia it is 
distinguished by the ability to comprehend fully 
spoken language, and to write from dictation 
(difference from word-deafness), to read written or 
printed characters, and to copy such characters 
(difference from word-blindness), and to recognise 
the nature and uses of objects presented to them, 
and to give correctly in writing the names and use 
of such objects. 

The resemblance to cases of motor aphasia is 
closer, though here again the distinction is readily 
made. I will in this place give a short account of 
a case of motor aphasia that has recently been under 
my care, in order to compare the features of the two 
affections. 

The patient w r as a woman set 25, who had been 
married three years and had three children ; the 
eldest died in convulsions after delivery by instru¬ 
ments. The other children were healthy, and had 
no rash or snuffles. Her father had had a stroke, 
from which he recovered. Her brother suffered 
from epileptic fits until seven years of age. 

As a child the patient suffered from some kind 
of fits, which, so far as could be gathered from her 
mother’s description, were attacks of petit mal, but 
had no other illness. Five weeks before admission 
to the hospital she was confined; the birth was a 
difficult one, and there was much post-partum 
haemorrhage. She got up on the eleventh day; on 
the following day she complained of numbness and 


Digitized by 


Google 



310 The Clinical Journal.] 


DR. CLARKE-HYSTERICAL MUTISM. 


(March 10,1897. 


tingling in the right hand, and the day after this 
had spread up the arm. Next day she felt “queer 
all over,” with slight headache and drowsiness, and 
she returned to bed on the sixteenth day, four 
days after the first symptoms. She had two epi¬ 
leptiform seizures, with an interval of two minutes 
between them. In the fits she did not lose con¬ 
sciousness, but frothed at the mouth, and there 
were clonic muscular convulsions, generalised, but 
affecting most the muscles on the right side of the 
body. After the fits, which lasted about two hours, 
the right arm and hand were paralysed, and her 
speech was muffled and indistinct. The day follow¬ 
ing she had entirely lost the power of speech, and the 
right leg was also paralysed. The fits did not 
recur; for two or three days afterwards she had 
incontinence of urine, was very drowsy, and seemed 
to be very stupid, but after this she soon became 
sensible. The loss of power in the right arm and 
leg persisted, as did the loss of speech, the only 
word she could utter being the monosyllable No; 
so that her friends brought her to the hospital on 
March 14th, 1896, three weeks after the occurrence 
of the fits. The above statement was furnished 
by the patient’s mother. 

On examination she was somewhat anaemic in 
appearance. The mouth was drawn to the left, 
the tongue protruded to the right, and there was 
complete paralysis of the right arm and leg; the 
latter was slightly rigid, the right knee-jerk was 
exaggerated, and there was right ankle clonus. 
The right plantar reflex was feeble, and the right 
abdominal absent; the other reflexes were normal. 
Sensation was everywhere unaffected. There was 
no paralysis of the bladder or rectum. The bowels 
were constipated. She could frown, raise her eye¬ 
brows, open and close her eyelids normally. The 
oculo-motor muscles were unaffected, and the pupils 
were equal and reacted well. The lungs were 
normal. The heart’s impulse was in the third 
space, internal to nipple line; the area of dulness 
was normal; there was no murmur, but the first 
sound was weak, and the aortic second sound ac¬ 
centuated, loud, clear, and ringing, and audible at 
the root of the neck and over both sides of the 
chest. The abdominal viscera were healthy. The 
right side of the tongue was thickly furred. Urine, 
sp. gr. 1025, contained a trace of albumen; no 
sugar. There was a deposit of amorphous urates 
and epithelial cells, but no casts were found. 


Speech was almost lost, being entirely confined to 
the utterance of the monosyllable “ no ; ” she could 
also express assent by the gesture of nodding her 
head. She appeared to understand nearly everything 
that was said to her, and recognised objects and 
their uses when the use of them was suggested to 
her. She frequently said no when she meant yes, 
and then appeared annoyed, frowning or biting her 
lips. Similarly she did not always nod correctly, 
sometimes nodding an assent when, so far as could 
be judged, she meant to reply in the negative. 
Two days later she could say “yes” as well as 
“ no,” and answered questions more correctly than 
at first, and seemed to understand them rather 
more quickly. (This might be due to her having 
become more accustomed to our voices and 
manner of speaking.) She still, however, fre¬ 
quently said “ no ” when she appeared to mean 
“ yes,” and vice versh, but was quite conscious of 
her mistakes. She could now also say “ can’t,” 
but again often used the word incorrectly. She 
could not repeat words after me. She could not 
read print or writing on account of defective edu¬ 
cation, so that she could not be tested in this 
respect. On March 26th she was decidedly better 
as regards recovery of power in her arm and leg, 
and felt well in herself. The urine constantly con¬ 
tained a large trace of albumen, but there was no 
deposit, and no casts were found. Her speech was 
about the same. 

On April 9th it was noted that she was correct 
in answering “ yes ” and “ no ” to simple questions, 
and fully understood at once what was said to her. 
She had regained a few more simple words; 
when asked to repeat words after me she simply 
repeated the last word she had herself said, 
although fully conscious of the mistake. On the 
15th she was able to get up and walluwith a little 
support, and from this time she rapidly regained 
the use of her arm and leg; recovery of speech 
was very slow, and she made very slight progress, 
although efforts were made to train her in the 
articulatory movements for certain words. She 
has continued to improve in speech, though slowly, 
and at the present time, nearly a year after the 
onset, she can speak fairly well, her chief defects 
being that she speaks very slowly, taking some 
time to recall the words she desires to use, 
and fails to recall the names of unfamiliar 
objects. 
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This case illustrates some of the chief features 
of motor aphasia due to organic (vascular) lesion 
in Broca’s convolution (cortical motor centre for 
speech). The patient was, as is often the case at 
first, speechless ; expression by gesture is, however, 
generally retained, or, if lost, soon regained, though 
it may be for a longer or shorter time inaccurate ; 
e.g. the patient shook her head when she meant 
to give assent, but before long was able to ex¬ 
press herself accurately by gesture. She also 
soon regained the use of the words “ yes ” and 
“no” (propositional utterance), which, like the 
gestures, were at first often incorrectly employed. 
The retention of these one or two words is im¬ 
portant, as showing that the defect does not lie 
in the motor mechanism of articulation. Other 
forms of speech sometimes retained in motor 
aphasia are, according to Gowers,* 41 recurring 
utterances,” some special word or words which 
recur on all attempts to speak, and are probably 
the last word or words spoken by the patient 
before the seizures; words expressing some strong 
emotion, such as an oath; and 44 words as the 
vehicles for tone in singing.” 

Following the seizure was dulness or confusion 
of mind, which soon passed off, but was still 
present on admission in the form of some slowness 
of comprehension of what was said to her. It was 
then, however, slight, and may have been due 
to defective education and strangeness of sur¬ 
roundings, for the patient’s intelligent manner and 
gestures showed that she understood all ordinary 
questions and remarks, and that she was capable 
of thinking. She was aware, as she showed by a 
gesture of annoyance, of the wrong use of the one 
or two words at her disposal when she employed 
them incorrectly. A further point was the im¬ 
possibility of repeating words spoken to her. As 
she was illiterate and hemiplegic, the power of 
reading and writing could not be tested. 

In cases of motor aphasia in educated persons 
reading is often impossible, but in some is pre¬ 
served. A probable explanation of this is to be 
found in the extent to which the patient has been 
accustomed to depend on the recall of the motor 
processes of speech in reading. Reading aloud is 
of course impossible. Even if the hand is not 
paralysed the power of writing is generally lost, 


* ‘ Diseases of the Nervous System/ vol ii, p. 117. 


probably because the motor centres for the move¬ 
ments concerned in writing are innervated through 
the motor centres for speech ; the patient may, 
however, be able to copy written or printed cha- 
.racters. 

To recapitulate briefly the chief points of distinc¬ 
tion between hysterical mutism and motor aphasia : 
in both affections the patients retain intellligence, 
power of thinking, and of understanding spoken 
words, and expression by gestures, but the latter is 
more elaborate in hysterical mutism ; whilst, how¬ 
ever, in motor aphasia, a few words, though these 
maybe confined to the utterance of 44 yes” and 44 no,” 
and be wrongly employed, are retained, in hyste¬ 
rical mutism the patient is absolutely dumb. In 
the latter disorder the patient can read and write 
easily and well, whilst in the former in most cases 
the power of reading is lost, or at any rate greatly 
impaired, and the loss of writing is even more 
marked than that of speaking; and if writing is still 
possible, it is often full of errors. In some 
cases of motor aphasia, however, reading is 
retained. 

Although in the majority of cases of hysterical 
mutism the power of writing is preserved, excep¬ 
tional cases are on record in which there was 
agraphia. When this complication occurs the diffi¬ 
culty of diagnosis must be great. In the case of a 
woman of 33 described by Charcot (loc. cit., 
p. 363) there was hysterical mutism together with 
agraphia, and the diagnosis of hysteria was made 
from the transient nature of the hemiplegia present 
on the right side; and its association with right 
hemianalgesia, from the absence of paralysis of the 
facial muscles and the presence of labio-glossal 
spasm, from the insensibility of the pharynx, and 
the fact that the disorder of speech tallied in all 
respects with that characteristic of hysterical 
mutism (loc. cit„ p. 363). 

Lastly, both motor aphasia and hysterical mutism 
are often accompanied by right hemiplegia, but in 
the latter the hemiplegia is of the hysterical type. 
A case is also recorded in which hysterical mutism 
together with agraphia was associated with left 
hemiparesis and hemianesthesia (v. G. de la 
Tourette, 4 Trait£ clinique et th£rap. de PHyst^rie,* 
vol. ii, pt. 2, p. 167). 

There is one other disease in the last stages of 
which the power of articulate speech is lost, namely, 
bulbar paralysis, in which the patient only retains 
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some power of “laryngeal phonation, slightly 
modulated, and broken into the rhythm of formless 
syllables, the meaning of which can be hardly more 
than guessed at.” * The progressive course of this 
malady, however, and its other features are so 
striking that there is little risk of confusion with 
hysterical mutism. 


A DEMONSTRATION OF SURGICAL 
CASES 


Given to the Post-Graduate Class, Charing Cross 
Hospital, February 4th, 1897, 


BY 

HERBERT F. WATERHOUSE, M.D., 
C.M.Edin., F.R.C.S.Eng., 

Senior Assistant Surgeon and Lecturer on Anatomy, 
Charing Cross Hospital. 


Gentlemen, —I intend this afternoon to show 
you certain cases of surgical interest, and to make 
a few brief remarks on the subject of each patient 
brought before you. The cases are mostly those 
that have come under my care in this hospital 
during the past few weeks, and each presents, I 
think, points worthy of your attention. In the 
short space of one hour we shall have more than 
enough to occupy our time in the study of the 
cases presented to us. 

Tubercular Caries of Os Calcis, Sub¬ 
periosteal Removal of the greater 
part of the Bone, Filling up of the 
resulting Cavity with Decalcified 
Bone Chips ; Restoration of Os 
Calcis. 

This is a case of extreme interest. The patient 

I now show you is a little girl, Mabel A-, set. 

9 years, who had tubercular disease of the left 
os calcis, and from whom I removed in May, 1894, 
at the Victoria Hospital, practically the whole of 
the bone, namely, the whole of the outer wall and 
part of the inferior wall, as well as the whole 


• Gowers, 1 Diseases of the Nervous System,’ vol. ii, 
p. 566 . 


interior of the bone, leaving, that is, merely a thin 
shell of compact bone. The child was seven 
years of age at the time I operated, namely, in 
May, 1894. She was then suffering from tubercular 


disease of the os calcis, with considerable enlarge¬ 
ment of the bone and tubercular infiltration of the 
peronei tendons. There is very little of import¬ 
ance in the patient’s personal history, but her 
family history is one of the most terrible I have 
ever heard. Her father, her only brother, two 
uncles, two aunts, one grandparent, and her two 
cousins, have died of tubercular disease in 
various forms. Four months before the child was 
admitted under my care she began to walk on 
tip toe, and refused to put her heel to the ground ; 
the gait, indeed, made the case very similar in 
appearance to one of hip-joint disease. Six weeks 
before admission she ceased to be able to get 
about. When I examined her there was very 
considerable swelling on the outer side of the left 
os calcis with marked fluctuation, and when the 
thumb was pressed on the outer aspect of the os 
calcis it sank into the interior of the bone, show¬ 
ing that the outer wall of the bone had dis¬ 
appeared, and that its interior was full of broken- 
down tubercular debris and very soft granulation 
tissue. It was obvious, however, that the os calcis 
was the only tarsal bone involved. When the 
posterior part of the os calcis is the only part 
affected by tubercular disease, this may be removed 
with a very fair prospect of no recurrence of the 
disease manifesting itself elsewhere ; because, as 
you know, the great synovial cavities of the foot 
do not communicate with the synovial cavity 
between the posterior part of the os calcis and the 
astragalus, so that if only the posterior part of the 
os calcis is affected, the prognosis is much more 
hopeful than in disease of any other tarsal bone. 
In this case, however, the bone was affected with 
tubercular disease almost in its entirety. I found 
that the astragalus above, the cuboid and the 
scaphoid in front, were, so far as I could judge, 
free from disease. No pain was complained of on 
pressing these bones. Therefore the operation 
I have mentioned was performed, and in it I 
endeavoured to get complete restoration of the 
bone by stuffing the cavity with decalcified bone 
chips. First, the limb was rendered bloodless by 
an Esmarch bandage, and an incision with its con¬ 
vexity downwards was made over the outer aspect 
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of the os calcis ; the thickened tubercular tendon 
sheaths of the peronei were cleared away with 
forceps and scissors, and with a sharp spoon the 
broken-down puriform debris and soft granulation 
tissue were removed from the interior of the bone. 
It was then found that merely a thin shell of bone 
remained. The whole interior of the bone and 
the whole of its outer wall had been removed, and 
the os calcis was represented only by a cavity whose 
anterior, posterior, internal and superior walls were 
formed of a thin shell of compact bone, whose 
external wall was non-existent, whilst the inferior 
wall was incomplete, presenting two large perfora¬ 
tions. With the Esmarch bandage still applied to 
the, limb, I, having washed away the debris with a 
solution of carbolic acid, tightly packed the cavity 
with minute chips of decalcified bone, which had 
been made into a paste with iodoform and a 
solution of carbolic acid 1 to 20. Having thus 
roughly restored an os calcis by the aid of this 
material, as near like its fellow as we could judge, 
the skin margins were sutured, and the dressing 
applied, after which the Esmarch bandage was 
removed. A point of interest is that though the 
wound healed perfectly by first intention, some of 
the skin on the dorsum of the foot sloughed, and 
though it was an aseptic slough, the scar has a 
somewhat keloid appearance. This sloughing 
was, I fear, probably due to an error of judgment 
on my part, and was caused, I think, by the pres¬ 
sure of an elastic bandage applied somewhat too 
tightly over the dressings (to check the smart 
oozing of blood which ensued on the removal of 
the Esmarch bandage), and allowed to remain in 
position too long (twenty-four hours) Further, 
we found, after the operation, that the strength of 
the carbolic solution in which the cyanide gauze 
was soaked previous to its application to the 
wound, was 1 in 20, which is stronger than it is 
advisable to use for the skin of young children, 
especially after the use of an Esmarch bandage. 
Still, there is little fault to be found with the 
ultimate result of the operation. 

That the disease was tubercular admits of no 
doubt, for I was able to. demonstrate its tubercular 
nature, as eight months'after the operation I have 
described, an abscess formed in the popliteal space, 
and a drop of the pus taken from that abscess 
was injected into the peritoneal cavity of a guinea- 
pig and produced tubercula* peritonitis, from 


which the animal died in eight weeks. It is more 
than two and a half years since I operated on this 
child’s foot, and the result is that the leg on that 
side is as useful as the limb of the opposite side. 
The child can run and walk with perfect comfort, 
as you can see. The method of filling the cavity 
with bone chips is not original; we owe its intro¬ 
duction to the resourceful American surgeon 
Nicholas Senn, of Chicago. I have employed the 
method in a large number of cases—fourteen or 
fifteen in number,—and can say that it is a very 
satisfactory procedure, and has given, I am sure, 
results better than I could otherwise have obtained. 
If you form a cavity in a bone and merely stitch 
up the wound, that cavity is almost certain to fill 
up with blood-clot. Such a clot fills the space 
accurately, it is true, for a time; but then the clot 
contracts, the serum is squeezed out, and forms a 
thin layer between the clot and the bony walls of 
the cavity, through which it is difficult for bone¬ 
forming granulations to penetrate to fill up the 
cavity with new bone. It is much more satis¬ 
factory to lay down a scaffolding in the shape of 
decalcified bone, which can be packed tightly into 
the cavity so as to fill every corner of it, and 
has the advantage of preventing haemorrhage from 
the bone. It thus forms a porous medium into 
which granulations from the walls of the cavity 
can readily pass—a medium which is easily ab¬ 
sorbed and replaced by new bony tissue. The 
granulations eat their way slowly into the de¬ 
calcified bone and almost imperceptibly take its 
place. On one occasion I was obliged to 
amputate for tubercular disease of the knee-joint 
eighteen months after I had tried an excision 
followed by filling up, with bony chips, of a large 
cavity left after the removal of a tubercular focus 
in the head of the tibia; and when I sawed across 
the head of the tibia it was very difficult to say 
exactly where the new bone began and where the 
original bone ended. Such a packing with de¬ 
calcified bone chips as I have described is not 
only aseptic, it is also actively antiseptic, for the 
antiseptic solution which fills the interstices of the 
spongy bony tissues and the iodoform are brought 
into immediate contact with, and will no doubt 
kill, any tubercle bacilli which, as they are very 
apt to do, may have escaped removal and have 
remained embedded in the bony wall of the 
cavity. Cancellated bony tissue should be em- 
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ployed which has been decalcified by hydrochloric 
acid and kept for forty-eight hours in an alcoholic 
solution of carbolic acid. 

Two Cases of Tertiary Syphilis. 

The first of these cases is a woman who is 
suffering from a terribly persistent gummatous 
infiltration of the skin of the forehead and upper 
part of the face, with recurring ulceration. This 
is only checked by the constant use of small doses 
of iodide of potassium. The patient’s age is 6o, 
and she contracted syphilis eighteen or nineteen 
years ago. She ran through a rather severe course 
of secondary syphilis. Then for quite twelve years 
she seemed to have quite got over her trouble, and 
was entirely free from any manifestations of the 
disease. For the last three years, however, she 
has been greatly troubled with the general gum¬ 
matous infiltration of the skin of the forehead 
which I have mentioned, and which you now see. 
F ask you to be careful to distinguish between 
localised gummata and gummatous infiltration. 
The gummatous process is a deposition of round 
cells in the tissues, generally in connective tissues. 
If this collection is localised, and limited to one 
particular spot, a gumma is formed,, and this is 
generally amenable to anti-syphilitic treatment. 
But a much more serious and less tractable 
condition is that of gummatous infiltration, where 
practically the whole of the tissues of the part in 
question are infiltrated with these same round 
cells. These two forms of the disease are very 
well exemplified in the tongue and in the palate. 
In these parts there is very often a localised 
gumma of the size of a marble, which sloughs out 
and leaves an excavated ulcer; this heals, and 
leaves the part practically almost as good as 
before the appearance of the gumma. If, how¬ 
ever, there be general infiltration of the whole 
substance of the tongue, especially involving its 
connective tissue, necrosis. of this gummatous 
infiltration does not occur so readily; the gum¬ 
matous cells do not die, because they are not 
heaped into such a mass as in a localised gumma. 
What happens is that the gummatous infiltration 
forms fibrous tissue, which contracting, as new 
formed fibrous tissue always does, occasions the 
troublesome fibroid syphilitic changes in the 
tongue; and when once this fibrous tissue has 
been formed it is never absorbed. The infiltration 


in the patient I shall show you, tends to break 
down here and there into ulceration, and the sites 
of the ulcers even after healing has occurred is 
only too obvious, as depressed “ tissue-paper-like ” 
cicatrices, some typically circular, others ser¬ 
piginous. In fact, there is very little healthy 
tissue left in the upper part of the face, which 
presents an appearance like a chess-board, with 
light depressions and darker ridges. You will 
notice there is very little pigmentation, nothing 
like the degree met with in gummatous ulceration 
of the lower limbs, owing to the fact that in the 
lower limbs there is more venous engorgement 
and difficulty in the way of the return of the blood, 
and therefore pigmentation more readily occurs. 

In this forehead you can see co-existing the four 
periods in the life history of gumma of the skin, 
viz. those of formation, softening, ulceration,, and 
repair. As long as this patient continues to take 
small doses of iodide of potassium—three or four 
grains three times a day—she. remains free from 
ulceration; yet in spite of warnings she leaves off 
the medicine when she feels free from ulceration, 
and thus causes a relapse, generally within two or 
three days of the cessation of the iodide. When 
this ulceration comes on, it can only be successfully 
treated by painting w T ith that most valuable caustic 
the acid nitrate of. mercury, and by the adminis¬ 
tration of really, large doses of iodide of potassium 
—twenty to thirty grains three times a day. Yet> 
though so difficult to cure when once started, the 
ulceration can in this patient, as in most cases* 
be kept in check by small doses of iodide of 
potassium. When ordering large doses of this 
invaluable drug, one is often asked whether the 
patients do not suffer from iodism, as it is generally 
thought that twenty to thirty grains four times daily 
(or even sixty grains, as I have given in cases of 
gumma of the brain) will probably produce 
symptoms of iodism. The fact, I am sure, is 
this, that iodism is produced by medium doses of 
the medicine much more frequently than by large 
doses. I have no doubt that a dose of twenty-five 
to thirty grains is less likely to: cause iodism than 
one of ten or twelve grains^ Therefore the course 
I have adopted for years has been this : when the 
patient shows signs of iodism, increase, the dose. 
Never in the treatment of tertiary syphilis have 
-I had any really troublesome symptom of iodism, 
and this I attribute to the observance of the rule 
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I have stated. You will see that the ulceration 
now appears to be creeping downwards, gummatous 
infiltration starting in the upper part of the face 
seldom spreading lower than the upper lip. When 
painting with the acid nitrate of mercury is 
necessary, I usually do it twice a week. It 
causes for a short time severe pain. The em¬ 
ployment of cocaine tends to weaken the caustic, 
when the result is less satisfactory. Where a large 
surface has needed painting, I have given a general 
anaesthetic; but more frequently I administer 
morphia given as a hypodermic injection twenty 
minutes before the application of the caustic. In 
the great majority of instances where the ulcerated 
surface is not large this is unnecessary. 

Tertiary Syphilitic Perforation of the Soft 
Palate. 

The patient I show you next is a married 
woman, aet. 30, who has had a gumma in the soft 
palate resulting in perforation of the latter. She 
-came to my out-patient clinique last week with a 
very large perforation near the middle line of the 
soft palate extending from half an inch behind its 
junction with the hard palate backwards nearly to 
the posterior margin of the soft palate. The margins 
of the perforation were very rough and sloughy, 
but there was comparatively little surrounding in¬ 
flammation. On close inspection scars of old 
ulcers, from which pieces of bone had, the patient 
tells us, exfoliated, could be seen on the hard 
palate, and on the thigh there were one or two 
distinct, thin, white, tissue-paper-like scars. The 
perforation of her soft palate had only occurred 
the day before she came to me. She told me that 
a considerable quantity of “ wash-leather ” stuff 
had come away from a lump the size of a marble 
in her palate. There was considerable fcetor of 
breath. This case, though an example of tertiary 
syphilis also, is strikingly different from that I last • 
showed you. This patient had a localised gumma, 
not a diffuse infiltration. In such a condition the 
gumma sloughs out, and the part heals readily. 
With regard to gummata of the palate, instances 
of which are not uncommon, I would like to say a 
few words. It is a great mistake to be too ready 
to attempt repair of the perforations in either hard 
or soft palate thus caused by plastic operations. 
If a patient has a hole in the palate, the surgeon 
is very apt to say, “ We will do a plastic operation 


and repair it.” My experience of plastic opera¬ 
tions for syphilitic perforations of the palate has 
been most unfavorable ; my experience of leaving 
them to nature, and to the influence of iodide of 
potassium, has been on the contrary most favorable. 
You can readily understand that if you are going 
to do a plastic operation you must wait months— 
perhaps six to twelve months—until all the chronic 
inflammatory process has subsided, and all infiltra¬ 
tion (there is some infiltration in all cases) has 
disappeared. If you do not wait, but attempt a 
plastic operation early, the sutured margins will 
be very apt to break down, and there will not be 
satisfactory healing, perhaps even fresh ulceration 
will ensue. One patient I wish particularly to 
show you. She had a very large gummatous 
perforation in the soft palate, and another large 
one in the hard palate. The forefinger could 
easily be inserted into either opening. The one 
in the soft palate healed completely; that in the 
hard palate, after several pieces of necrosed bone 
had been discharged, cicatrised almost completely, 
leaving a little sinus into which a probe could be 
passed. That I managed to close after two appli¬ 
cations of the galvano-cautery, but complete healing 
of the two perforations occupied eighteen months. 
Still, the result is infinitely better than could have 
been obtained by any plastic operation. The 
patient before you has had twenty grains of iodide 
three times a day. You have heard her replies to 
questions put to her by a member of the class, 
from which it is certain she has had symptoms of 
iodism, but by persisting in the .large doses they 
disappeared in forty-eight hours, thus supporting 
the statement I made to you earlier in the demon¬ 
stration. She states that the mouth is not now 
painful. Already the opening is only half the size 
it w r as, and probably it will continue to contract 
still further for some weeks. She talks very fairly 
distinctly now, but could hardly articulate at all 
when she first came under observation fourteen 
days ago. She has, as you see, old gummatous 
scarring on the chest wall. 


Primary Chancre of the Lower Lip. 


This patient is a young woman whose occupation 
is that of waitress. Chancre of the lip i$ one of 
the commonest, if not the commonest, of all extra- 
genital . chancres. In this case I think there is 
little doubt that the patient owes her chanci-e to 
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an unfortunate habit, for she tells us she used to 
finish up the residue of wine left in the glasses 
of customers at the restaurant where she is 
employed. 

She had for some weeks a painful fissure of the 
lip, and I have no doubt that the virus entered 
her system through the cracked lip. Labial chan¬ 
cre always requires very great care and attention, 
as well as considerable tact in dealing with it. I 
remember once being asked to operate on an 
epithelioma of the lower lip in a maiden lady set. 
8o years. I nearly did operate, but owing to its 
rapid growth, and the simultaneous enlargement 
of several glands, the possibility of its being a 
chancre occurred to me. Yet the age of the 
patient rendered this unlikely, I; however, made 
inquiries, and found that her favourite grand¬ 
nephew was at that time suffering from condylo- 
mata, and had had numerous patches on the lips 
at the time he was daily kissing my patient. The 
old lady was at once treated with mercury, under 
the influence of which the sore readily healed, and 
she was to my knowledge alive and well two years 
after I saw her. Let me ask you to bear in mind 
that extra-genital chancres are frequently, and 
probably more often than not, non-indurated. 
The patient who is now before you was under the 
care of a medical man who said she had chronic 
sore of the lip, and he cauterised it daily for several 
days. But when I saw her, in spite of the treat¬ 
ment it had received, it was not indurated, and 
gave me the impression from the first that it was a 
case of chancre. There was its chronicily and 
painlessness, it appeared as a smooth elevation, 
and the lip everted as a whole, or “ flopped out,” 
The state of the glands did not help one very 
much. She had great enlargement of the supra¬ 
hyoid as well as of the submaxillary glands, but 
they had evidently been very much irritated by 
the caustic. Yet, though I felt almost certain of 
the diagnosis, I did not put the patient upon 
mercury at once. It is a great mistake, to put a 
patient on mercury directly you believe a sore to be 
syphilitic. Six years ago a medical friend con¬ 
sulted me as he believed he had a chancre on his 
forefinger, the result of infection in midwifery 
practice. He was engaged to. be married, and 
begged nfte to give him mercury at once; and I, 
though I thought the sore a chancre, against my 
wish yielded. Beyond a slight catarrhal inflam¬ 


mation of the fauces, however, he presented 
nothing which could be considered as a symptom 
of the disease, and to this day neither he nor I 
know whether he has or has not had syphilis. 
Such cases as this occur over and over again. A 
patient has what is believed to be a chancre; he 
is treated with mercury, but gets no secondary 
symptom (and I believe that quite io per cent, of 
the patients properly treated with mercury never 
get any secondary symptoms). What was taken 
for a chancre may have been only an indurated 
chronic sore. Therefore I would urge, never put 
a patient upon mercury until there is some distinct 
corroborative symptom of syphilis; a little delay 
in this way does no harm, and the uncertainty in 
the cases in which mercury is given prematurely is 
often most distressing to the patient. Very often 
you may have to decide whether such a patient 
should or should not marry, but obviously you 
cannot definitely decide if you are doubtful whether 
he has or has not had syphilis. 

There are one or two points I would like ta 
mention with regard to the differential diagnosis of 
chancre and of epithelioma of the lip, conditions 
which can be readily confused : first, a chancre of 
the lip may occur at any age; it is far more 
frequent in females than in males; it is usually 
entirely painless. It starts as a regularly outlined 
smooth elevation before ulceration commences;, 
when that has set in, induration may be absent 
(and usually is, in extra-genital chancres). If 
any induration be present it is distinctly circum¬ 
scribed and does not travel into the neighbouring 
tissues, as does that present with epithelioma. 
Further, if there be induration, the induration 
precedes the ulceration (in epithelioma of the 
lip the induration succeeds the ulceration). The 
syphilitic sore develops in days or weeks, while 
the epitheliomatous occupies months. Chancre 
of the lip implicates a large number of glands 
simultaneously, or within a comparatively short 
time of each other, and this soon after the appear¬ 
ance of the chancre. In epithelioma the glands are 
usually enlarged one by one, and in the order of 
proximity to the growth. There are in chancre 
often secondary syphilides present, and there is 
frequently a slight elevation of temperature. The 
§ore yields very readily to mercurial treatment 
If you bear these points regarding lip chancre in 
mind, and remember that in epithelioma the 
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reverse holds good, you will seldom be puzzled in 
your diagnosis of such cases. 

Chondroma growing from Rib Cartilage 
simulating Tumour of the Breast. 

This young woman is 21 years of age, and her 
case is unusual and one of great interest, as it 
simulates tumour of the breast, though it is really 
a tumour growing from the rib cartilage. On 
superficial examination there seems to be a 
distinct tumour of the breast substance; but you 
will notice that the breast can be drawn forward 
and the hand insinuated underneath it. A stony- 
hard smoothish mass- can then be felt obviously 
in connection with the rib cartilage. I do not 
think there is much indication to operate, and 
indeed it would be difficult to remove. It will 
grow only very slowly, so I shall advise her to 
leave it alone. It is interesting to note that there 
is some induration of a lobule of the breast which 
overlies the tumour. This lobule has been com¬ 
pressed between the tumour and the corset, and is 
indurated and somewhat painful. The corset must 
be cut away so as to avoid this pressure in future. 

The remaining cases time compels me to dismiss 
rapidly. 

Separation of the Recti in an Infant. 

This child, aet. 7 months, illustrates a fairly 
frequent deformity, the separation of the recti 
above the umbilicus. You observe that when the 
child coughs, or even when it breathes, there is 
evidently a swelling between the recti, and the 
fingers can be inserted into the gap. If the con¬ 
dition is confined to the separation of the recti 
above the umbilicus, I think union always occurs 
sooner or later. When it extends below the um¬ 
bilicus, however, and there is a marked separation 
of recti from the ensiforrn cartilage to the pubes, 
one is sometimes obliged to make a linea alba, 
by suturing the sheaths of the recti of opposite 
sides together. Probably, judging from many 
similar cases I have watched, the median gap in 
the abdominal wall of this child will become 
obliterated before the patient reaches the age of 
five or six years. 

A case of Enlargement of Semi-mem- 
branosus Bursa. 

This patient presents a good example of an 
affection very commonly met with both in children 


and in male adults. It is an enlargement of the 
semi-membranosus bursa. As the child now stands 
with knee extended and muscles and fasciae tense, 
you notice a smooth, round, tensely cystic swelling 
filling the lower two-thirds of the popliteal space, 
and bulging rather more towards its inner side. I 
obtain distinctly the characteristic feeling of fluc¬ 
tuation. Now I flex the knee, and immediately 
the tumour is seen to be much less prominent, 
though it has not disappeared. By pressing on 
the tumour I now so far diminish its bulk 
(obviously, by pressing much of its contained 
fluid into the joint cavity) that it can only just 
be felt as a collapsed sac whose neck lies between 
the tendons of the semi-membranosus and the 
inner head of the gastrocnemius muscle. As 
regards the treatment of these bursal swellings 
it is only seldom that they give rise to sufficient 
trouble to justify any operative treatment beyond 
perhaps aspiration. The vast majority certainly in 
children disappear entirely under the employment 
of pressure and limitation of the movements of 
the joints. I generally apply emplastrum am- 
moniaci c. hydrargo, and over that a flannel 
bandage. Such a bursal cystic swelling may have 
transmitted to it pulsation from the subjacent 
popliteal artery, and thus simulate an aneurysm. 
It is to be noted that in such cases the pulsation 
is never expansile, and also that if the femoral 
artery be compressed, no diminution takes place 
in the size of the swelling, as would be the case 
were the tumour aneurysmal. 

Double Tubercular Epididymitis. 

This man’s age is 47, and he was sent to me 
some few weeks ago suffering from double tuber¬ 
cular epididymitis. His left epididymis was 
practically a mass of tubercle, and there was 
obviously nothing to be done for the testis of this 
side but removal by castration. The right epidi¬ 
dymis contained, in the globus minor, one medium¬ 
sized nodule, about the size of a large pea. This 
nodule had only been noticed quite recently. I 
was very loth to remove both testes, because I 
have known lamentable results to follow such an 
operation. I have heard of acute mania following 
double castration, and I know of another case in 
which melancholia supervened. Still another 
patient who was, against my advice, castrated not 
long ago for enlargement of the prostate, has 
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since the operation become imbecile. Certain 
enthusiasts are very fond of glibly talking about 
the removal of both testes for prostatic enlarge¬ 
ment, but I feel sure they would not be in a hurry 
to have the operation performed upon themselves 
for similar trouble. It is a very severe, and in 
most cases I am convinced an unjustifiable opera¬ 
tion. No trouble of the kind I have indicated 
follows, as far as my experience goes, removal of 
only one testis; nor do I think there is so much 
trouble from removal of both testes if an interval 
of a month is allowed between them. In this 
case I removed the left testis, and excised the 
nodule I have mentioned from the epididymis 
of the right testicle by pushing the organ of 
this side through the incision made for removal 
of the left testis in the corresponding groin. No 
difficulty was experienced in this manoeuvre. 
Even if the right epididymis be blocked 
owing to the convoluted tube having been 
divided in the removal of the tubercular focus, 
there is still the internal secretion of the testis 
going on, and this exercises a certain influence for 
good in the condition of the patient. I have 
performed this operation several times. Much 
has been written in the journals recently in 
support of the operation of inguinal orchotomy, 
and it has been maintained that castration should 
be performed by an incision through the skin 
covering the inguinal canal. I am perfectly 
certain it should always be so done. There is no 
part in the body less apt to heal by first intention 
than the scrotum. In inguinal orchotomy there 
is much less loss of blood, and it is a much easier 
and more satisfactory operation to make the in¬ 
cision as I have in this case over the external 
abdominal ring, ligaturing and then dividing the 
cord, and then, by traction on the cut end of the 
cord, drawing the testis out of the wound. In 
such an operation union by first intention is always 
obtainable. In this way you do not make an 
incision into the scrotum, a part of which it is 
almost impossible to keep truly aseptic. You will 
find a certain amount of swelling in the right 
testis, but that is simply traumatic, as the opera¬ 
tion was performed less than three weeks ago. 

This operation of inguinal orchotomy has 
many* advantages as compared with the older 
method, and no disadvantages. It is easier, the 
haemorrhage js .practically nil % the time occupied 


in suturing the wound is less, healing occurs more 
rapidly, and the dressings are much more easily 
applied. It is in every way an improvement on 
the usual method. 


INTESTINAL ANASTOMOSIS. 

A NOTE FROM THE CLINIC OF 
MR. HERBERT ALLINGHAM. 

The patient was a man set. 50, who came under 
my notice in April, 1895, complaining of the fol¬ 
lowing symptoms:—For the last six months he 
had had continual griping pains in the abdomen, 
great difficulty in getting the bowels to act, and 
severe attacks of vomiting occurring every two or 
three days. The patient also complained of 
gurgling noises in the abdomen, accompanied with 
severe spasms, which at times were so bad as 
almost to make him faint. 

When I saw him the abdomen was in the 
following condition :—It was distended, and every 
few minutes there could be seen extreme peristaltic 
action taking place, accompanying the gurgling and 
rumbling noises in the intestines. 

The pain which the patient was suffering was 
extremely severe, and I advised operation imme¬ 
diately. 

From the history it was perfectly obvious that 
the man had some stricture somewhere in his 
intestines which had been gradually contracting 
until about a week before I saw him, when one 
might say that the stricture almost had caused 
complete obstruction. Practically the bowels had 
not acted for seven days. As to the position of 
the stricture, it was impossible to say from his early 
symptoms where it was. The fact of his not 
having passed blood or slime, to my mind elimi¬ 
nated the question of the stricture being high up 
in the rectum or colon. Upon examination of the 
rectum and abdomen, no tumour could be felt, or 
any indication as to the exact site of the stricture 
causing the obstruction. 

The abdomen was opened in the middle line 
below' the umbilicus, and the small intestine was 
then found to be enormously distended, so much 
so that it was impossible to discover the seat of the 
obstruction without evacuating the small*intestine, 
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This was done in two places by small incisions 
into the distended gut, when about two quarts of 
the fluid contents of the small intestine were re¬ 
moved. The incisions in the gut were then sewn 
up with Lemhert’s sutures. I then introduced my 
hand into the abdomen, and explored the whole of 
the large intestine, but found nothing abnormal. 
I then carefully examined the small intestine, com¬ 
mencing at the caecum and tracing it upwards in 
the direction of the duodenum. About two feet 
from the caecum a hard and extremely tight and 
narrow stricture was discovered ; but as this did not 
appear to be malignant, there being no secondary 
deposits or any thickening in the mesentery, I de¬ 
cided to perform enteroplasty. The operation 
consisted of cutting through the stricture in the 
longitudinal direction of the bowel, and then con¬ 
verting this longitudinal incision by traction into 
a transverse incision, and then suturing the wound 
by the ordinary Lembert’s method, the transverse 
direction of the incision being maintained by 
traction. The parts were then returned to the 
abdomen, and the abdominal wall sewn up in the 
usual way. The patient made an uninterrupted 
recovery, gained flesh, and expressed himself as 
feeling in the best of health, and not suffering the 
slightest inconvenience. 

The prognosis after operations of this kind all 
depends on whether the stricture be malignant in 
character or simply consisting of a fibrous struc¬ 
ture. If malignant, the continuance of the growth 
is bound to proceed; if fibrous, however, the 
effect of dividing it and letting in, so to speak, a 
splice of the bowel, may cause the fibrous material 
to be absorbed. In reference to the question of 
recovery in these cases, I may mention the fact 
that in the case of a patient operated on by me 
some years ago, at the Great Northern Hospital, 
a cure seems to have been effected, the patient 
being alive and perfectly well up to the present 
time ; in this particular case I was doubtful as to 
the nature of the stricture, and performed an 
enteroplasty, time alone proving that the stricture 
was evidently of an innocent character. 

For six months after performing the operation 
of enteroplasty in the case of this man, all went 
well, and then some of the symptoms of obstruc¬ 
tion began to recur, and these gradually increased, 
until in.December last the patient was in as bad a 
condition as. he was before the operation. This 


being the case, I again opened the abdomen, but 
this time made the incision above the umbilicus 
and passed my hand down to the seat of the 
stricture in the small intestine. A hard mass was 
discovered, evidently malignant, involving the 
intestine and extending considerably into the 
mesentery. The malignant character of the stric¬ 
ture was rendered manifest by the great increase 
in the size that had occurred, and the fact that there 
were some separate nodules in and about the mesen¬ 
tery. The mass was too large to allow of resection, 
so after opening the small intestines in the same 
manner as at the previous operation, and evacuat¬ 
ing the contents, I determined to anastomose the 
small intestine on the proximal side of the stricture 
to the transverse colon. An opening was accorc^ 
ingly made in the small intestine, and into this . I 
inserted one of my double cone-shaped decalcified 
bone bobbins. Another incision was then made 
into the transverse colon, and the other end of 
the bobbin inserted into this incision, the two 
pieces of gut being firmly brought together over 
the bobbin. 

For some few days afterwards the patient’s 
abdomen was considerably distended, and it was 
with great difficulty that the bowels were induced 
to act; when this, however, took place the patient 
was greatly relieved, and a favourable progress has 
steadily continued, the patient now making an 
excellent recovery. The bowels now act freely 
every day, and all distension and pain have 
entirely disappeared. 

The prognosis in these cases is unsatisfactory, 
because the nature of the stricture being malignant, 
it is obvious that the ultimate result is only a 
matter of time. Usually in these cases the pro? 
bability is that the patient will die from secondary 
deposits elsewhere. 


NOTES. 


The Present Status of Surgery of the Kid¬ 
neys. —Professor Obalinski delivered a lecture on 
this subject at the Eighth Congress of Polish 
Surgeons, and formulated the following conclu^ 
sions : 

r. The most frequent symptoms—/. e, pain, en¬ 
largement and displacement of.the kidney—shov 
us which kidney is affected. When there is heema- 
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turia, it is only in exceptional cases that this 
cannot be decided, and here only an examination 
of the bladder with the cystoscope will prove from 
which ureter the blood or pus flows. 

2. It is only in distinct and developed cases of 
affections of the kidneys that we can fully make 
out a diagnosis and the consequent therapeutic 
indications by external examination only; most 
frequently, especially in the beginning, we must 
have recourse to exposure of the kidney or even 
incision of the same. If there is difficulty in 
"deciding whether the kidney or some other organ 
(gall-bladder, for instance) is affected, it is neces¬ 
sary in grave and urgent cases to decide the ques¬ 
tion by laparotomy. Where, however, we are sure 
that the kidney is affected, and the only question 
is the severity of the affection, we should expose 
the kidney by an extra*peritoneal incision. 

3. To-day the conservative tendency prevails, 
atid our endeavours are to preserve as much as 
possible such an important organ as the kidney. 
We only sacrifice it, therefore, when we have con¬ 
cluded that it contains within itself a focus that 
tnay be injurious to the remainder of the organism, 
or when the parenchyma has become so degene¬ 
rated that its function is rendered impossible. 
Thus, there are only two absolute indications for 
nephrectomy,—namely, when in the greatly en¬ 
larged kidney a malignant growth or primary tuber¬ 
culosis are positively diagnosed. The other indica¬ 
tions will be only relative,—that is to say, will have 
their significance only when, after exposing the 
kidney or even after its incision, we have convinced 
■ourselves of its useless function. 

4. The experience so far gained by the practice 
of nephrectomy teaches us that, when a consider¬ 
ably enlarged and hard, kidney can be felt before 
the operation, it is already or almost deprived of 
its natural function, and is also usually a proof of 
the capacity of the other kidney to perform the j 
functions of both. 

5. In view of this* and the frequently demon¬ 
strated fact that even a seriously affected kidney, 
remaining after the extirpation of the other, may 
fulfil the functions of both, the requirement of an 
examination of the urine of each kidney separately 
should be considered as unnecessary and as im¬ 
peding the development of surgery of the kidney. 
This is especially the case since Sawlik’s method 
of catheterisation of the ureters (the onty one 


known and employed) is troublesome and unreli¬ 
able, and may even be dangerous in some cases, 
—namely, if there are morbid microbes in the 
bladder, which are transferred by the catheter into 
the ureters or even the renal calices. 

6. When, in the kidney to be operated upon, we 
suspect that there is still a certain functional 
capacity, we should never sacrifice it, but act con¬ 
servatively and resort to nephrotomy, which -best 
facilitates the examination of the condition of the 
other kidney.— Gazeta Lekarska , Nos. 40 and 41, 
1896. 

Fish Diet in Chronic Nephritis. —J. E. 

Ferran describes in the ‘Archivos de la Policlinica* 
for December, his success in severe and prolonged 
chronic nephritis by suspending the classic treat¬ 
ment—potassium iodide, milk diet, etc.—and put¬ 
ting his patients on an exclusive fish diet, selecting 
the fish that contain the most iodine, with once in 
a while a small amount of some vegetable. The 
improvement is prompt and radical. He mentions 
one case that had been treated in vain at Paris for 
two years, which had yielded in a few days to this 
treatment. He had seen the patient recently in 
magnificent health, after seven years, with no re¬ 
strictions as to diet necessary. This treatment is 
based on Ferran's chemico-clinical studies, and is 
invariably to be preceded by careful analysis of the 
urine, as he states that it must be limited to those 
cases that are in a generally satisfactory condition, 
without too large a proportion of granular cylinders, 
and in whom the urea, the density, the phosphates 
and phosphoric acid are normal or above, with 
over 800 grammes of urine eliminated in the twenty- 
four hours.— The Journal of the American Medical 
Association , Feb. 20, 1897. 


Amylene Hydrate In Polyuria.— H. Brack 
mann had occasion to prescribe amylene hydrate 
for a young man mentally unbalanced, who- had 
been affected with polyuria from infancy. 2.50 
grammes was given every evening, and under its 
influence the amount of urine fell from 7 to 
2 litres a day, and the polydipsia ceased. These 
troubles returned as soon as the amylene hydrate 
was stopped, and ceased again when it was re¬ 
sumed. After a certain length of time permanent 
improvement was secured, so that the amount of 
urine never surpassed 5 litres a day, even without 
the medication. He therefore recommends the 
further use of this substance in diabetes insipidus. 

Semaine fifed., Dec. 23, 1896. 
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A CLINICAL LECTURE 

* ON 

hemoptysis’ 

Delivered at the Hospital for Consumption and Diseases' 
of the Chest, February 17th, 1897, 

By F. J. WETHERED, M.D., F.R.C.P., 
Assistant Physician to the Hospital. 

Gentlemen,— In this lecture I shall use the term 
“ haemoptysis ” in its widest sense, meaning thereby 
the ejection of blood through the mouth otherwise 
than by vomiting. 

It is frequently difficult to distinguish between 
haemoptysis and haematemesis. In obvious cases 
of gastric ulcer accompanied by the other charac¬ 
teristic symptoms of that complaint, the diagnosis 
is of course easy ; so it is, as a rule, when we are 
able to see the blood which has been brought up ; 
but when we have only the patient’s statement to 
go upon, it is by no means easy, in many cases, to 
say whether the blood has come from the stomach 
or from the respiratory tract* 

I do not propose to enter further on this point 
of my subject to-day, but will proceed at once to 
the consideration of haemoptysis, which may be 
divided into two distinct varieties, according to 
whether the blood is derived from the lungs, or 
from some other part of the buccal-respiratory tract, 
the former being known as true haemoptysis, and 
the latter as spurious or false haemoptysis. 

To a lay person there is no more alarming sym¬ 
ptom than blood-spitting, and as a little blood 
makes a very great show, the amount of blood 
brought up is easily exaggerated in the mind of the 
patient and of his friends. Therefore the point is 
to decide, if possible, whether the case be one of 
true or false haemoptysis, so as to be able, perhaps* 
to at once relieve their natural anxiety. If the 
amount of blood be considerable* the case is most 
probably one of true haemoptysis, and, as I shall 
suggest presently, it is better to let the patient re¬ 
main perfectly quiet for some hours before pro- j 
Vol. IX. No. 21. 


ceeding to make a close examination, in the 
meantime reassuring him, as far as we are able, 
that there is no immediate danger. I need scarcely 
remind you that in true haemoptysis the blood is 
derived from the pulmonary or bronchial vessels, 
whilst in spurious haemoptysis the branches of the 
carotid trunks are the sources of the haemorrhage. 

There are several varieties of spurious haemo¬ 
ptysis, all of which may be confused with the true 
form unless due care is taken in the diagnosis. The 
difficulty is added to by the fact that in cases of 
early tuberculosis with blood-spitting, the physical 
signs are frequently so slight and obscure that a 
little time must elapse before a decided opinion can 
be given, unless an examination of the sputum 
clenches the diagnosis by the discovery of tubercle 
bacilli. 

One source of bleeding which may lead to error 
is that from the nose. In these cases of epistaxis, 
however, no difficulty is experienced, as a rule, in 
coming to a conclusion unless the amount of 
haemorrhage be small, when no blood may escape 
outwardly from the nose, but some may trickle 
down the back of the throat, so exciting cough and 
the ejection of blood through the mouth. The 
history of the case will help us here, such as the 
absence of fever and of physical signs in the lungs. 
The absence of prolonged cough and loss of flesh 
tends to corroborate the favorable view, although 
we must not jump at a diagnosis should such sym¬ 
ptoms be present, especially in children, when the 
presence of adenoids and other causes may bring 
about this combination of symptoms. The nares 
should be careflilly examined for small clots of 
blood. 

In cases of catarrh of the upper air-passages* 
streaking of the expectoration with blood is very 
common, and is very apt to excite alarm, especially 
in childten. The history and physical examination 
will generally render the diagnosis clear. A 
characteristic appearance of the ejected matters 
consists in the presence of a considerable quantity 
of glairy mucus streaked with blood, together wiih 
a thin red fluid, produced by tinging t>f the saliva» 
Copious haemorrhage from the thfbat is rare, but 
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does sometimes occur, more especially with malig* 
nant ulceration. Examination with the laryngo¬ 
scope will generally demonstrate the true condition. 
It has often been stated that varicose veins at the 
back of the tongue may give rise to haemorrhage; 
the truth of this statement has been much dis¬ 
puted, and I believe authorities are still at 
variance on the point. 

Patients who fail to pay sufficient attention to 
their teeth are not unfrequently alarmed at the 
occurrence of blood in their mouths. On examina¬ 
tion the gums are found spongy and congested, 
and the slightest wound will cause a small quantity 
of blood to exude. Decayed stumps in the alveoli 
will produce a similar result. Foetid breath often 
draws attention to the source of the bleeding. A 
somewhat similar condition is produced by certain 
drugs, such as mercury and lead. j 

A more common cause of spurious haemoptysis 
lies in errors of diet, notably an insufficient supply ! 
of vegetable food. This leads to a spongy, congested 
state of the gums, similar to that observed in true 
scurvy. Such patients usually suffer from a relaxed 
state of the mucous membranes of other parts of 
the buccal-respiratory tract; this leads to cough J 
and expectoration of mucus, frequently mixed with 
blood. The patients are generally in a bad state i 
of health, and it may be some time before a more i 
serious diagnosis can be entirely eliminated. The 
amount of blood is not large, and careful attention 
to the diet may lead to rapid improvement. A 
microscopic examination of the mucus may be 
of great assistance, exhibiting only squamous 
epithelium cells and salivary corpuscles; the 
thin, watery, blood-stained saliva is also cha¬ 
racteristic. Sir Richard Douglas-Powell believes ! 
that in some cases of phthisis a staining of the 
expectoration may arise from the same cause, thus 
adding to the difficulties of differential diagnosis. 

Amongst the out-patients at this hospital are a ! 
large number of girls suffering from anaemia, and j 
they not unfrequently state that they have spat ! 
blood. On examination of the gums no bleeding ! 


generally disordered, and this exudation of blood 
is generally greater at the monthly periods, owing 
to an increased blood-pressure finding relief at the 
surface of least resistance. Such cases are fre¬ 
quently brought to medical men for an opinion, 
the general appearance of the patient, the dyspnoea, 
a frequent hard cough, pain in the left side, and 
increasing prostration being quite sufficient to 
alarm the patient’s friends, especially if there be 
a history of tubercle in the family. Careful 
physical examination is necessary, and an exa¬ 
mination of the sputum may be desirable for 
corroboration. 

The last form of spurious haemoptysis to which 
I shall refer is the hysterical or feigned. This 
class of case is not common, nor difficult to detect. 
If a careful watch is maintained, the symptom of 
blood-spitting usually ceases. Various methods 
are employed by the patient to produce it, such 
as pricking or incising the gums, and then inducing 
an aerated condition of the saliva by sucking 
them. Other hysterical symptoms are usually 
present which will raise suspicion, and lead to the 
detection of the fraud. 

I now pass to true haemoptysis, which may vary 
in amount from mere streaking of the expectoration 
to several pints. Amongst the laity, blood-spitting 
is almost synonymous with ‘‘consumption.” It is 
true that the large majority of cases in which the 
quantity of blood brought up is considerable, are 
cases of pulmonary tuberculosis, but there are 
many other causes of haemoptysis; for example, 
mechanical hyperaemia of the lungs, dependent 
on heart disease; pulmonary overstrain, as in 
whooping-cough; malignant disease of the lung; 
and in a certain form of arterial degeneration, 
described by the Jate Sir Andrew Clark as the 
non-tubercular, non-cardiac haemoptysis of elderly 
people (* Med. Soc. Trans./ vol. xiii, p, 9). To¬ 
day, however, I shall confine my remarks to 
haemoptysis in connection with pulmonary tuber¬ 
culosis. This symptom occurs in a large proportion 
of cases of this disease, the percentage being 


points can be discovered, but a slow transudation 
does take place, and is chiefly noticed in the 
morning after sleep, when a small quantity is 
ejected, or the pillow may be found stained. It 
is cases of this kind that have given rise to the 
idea that haemoptysis is vicarious to menstruation. 
In anaemic girls the menstrual functions are 


variously given, but we shall be within the mark 
if we put it at about 60 per cent., including only 
those cases in which the amount of blood expelled 
is above one ounce. Streaking of the expectoration 
takes place in a larger number. 

The causes of haemoptysis in pulmonary tuber¬ 
culosis are four in number: 
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(1) Aneurysmal dilatation of the vessels in the 
lungs. 

(2) Erosion of the vessels. 

(3) Morbid conditions of the small vessels. 

(4) Active hyperjemia. 

The most frequent cause of large and fatal 
haemoptysis is aneurysm of a branch of the pul¬ 
monary artery. The formation of such can be 
easily understood, the vessels losing the support of 
lung tissue as the disease progresses. In cases in 
which the haemorrhage proves fatal, cavities are 
always found. Thus Sir Richard Douglas-Powell 
recorded fifteen cases of fatal haemoptysis, in all of 
which cavities existed, and in thirteen of which the 
ruptured vessel was found (‘Path. Soc. Trans.,’ 
vol. xxii). Dr. Percy Kidd, in thirty-five cases, 
traced the source of bleeding in all but two, and in 
thirty of these ruptured aneurysms were found. 
In the few cases in which the aneurysms cannot be 
detected, erosion of the vessel is the probable cause 
of the haemorrhage. In the early stages of phthisis 
active hyperaemia is generally present, and is a 
prominent feature in the fresh outbreaks. 

I would now like to show you some specimens 
taken from our museum (by the kind permission of 
Dr. Habershon) illustrative of our subject, and I 
will relate the history of each case briefly. 

The first is that of a hairdresser, aet. 39, who 
was the subject of chronic pulmonary tuberculosis, 
and had two large pulmonary aneurysms. No 
family history of phthisis. Pneumonia and pleurisy 
two years before, and he had been ailing since. 
Six months before coming under observation he 
had suffered from pleurisy with effusion. The 
cough had been troublesome for eighteen months, 
and the loss of flesh had been rapid. He had 
complained of severe dyspnoea for'four weeks, and 
had had several attacks of haemoptysis, varying in 
quantity from ii ounces to 20 ounces. On January 
18th, 1896, he brought up 7 ounces. No further 
haemoptysis occurred, but he died on the 26th from 
exhaustion with rapidly falling temperature. At the 
post-mortem a large cavity was found in the upper 
lobe of the left lung, with scattered caseous nodules 
throughout the rest of the lobe. The upper lobe 
of the right lung was contracted, and like the upper 
ldbe on the left side, covered with dense thickened 
pleura from £ to | inch in thickness, gradually 
getting thinner as it extended over the lower lobe. 
The whole posterior and part of the lateral portion 


of the upper lobe was excavated by a large cavity, 
somewhat oval and elongated from above down¬ 
wards behind. The walls were thick and fibroid. 
In the posterior part was a large aneurysm the size 
of a walnut, which looked as though it were rup¬ 
tured, the cavity being filled with dark blood-clot. 
In the lower lobe, at the apex, was a globular¬ 
shaped cavity the size of a Tangerine orange, with 
an aneurysm the size of a small marble filled with 
soft clot, ruptured, and surrounded by a large mass 
of dark blood-clot. The cavity had a thin, pig¬ 
mented, fibroid wail. 

The next specimen is from a man, aet. 44, a 
cabinet-maker. No family history of phthisis. 
The patient had been ill twelve months, with 
cough, loss of flesh, &c. He had a profuse 
haemoptysis three weeks before admission, and 
again on February 12th, 1896. He came into 
the hospital on February 18th. On the last oc¬ 
casion he brought up about three-quarters of a pint. 
On the 27th February he had another sudden and 
profuse attack of haemoptysis, which proved fatal. 
At the post-mortem, in the upper lobe of the right 
lung a large cavity was found, the pleura around 
being very thick. The rest of the lung was in¬ 
filtrated with numerous fibro-caseous nodules, and 
some scattered miliary tubercles. The left lung 
was very much contracted, and fibroid, and con¬ 
tained, just below the apex, a large irregular cavity. 
At the inner part of this lobe was an aneurysm, 
almost filling a small cavity. The wall of the 
aneurysm on the side opposite to its attachment 
was double, the two layers being separated by 
dark clot. At this spot rupture of the outer coat 
had occurred. In the lower lobe were two irre¬ 
gular cavities below the apex, with caseous walls, 
and a smaller one in the Centre of the lobe. Its 
walls were caseous in spots, but the lining was 
smooth. In it was a large ruptured aneurysm, as 
large as a hazel-nut, to which a vessel could be 
traced. 

The next specimen is from a farm labourer, aet 
45, who was the subject of chrortfc. pulmonary 
tuberculosis and pulmonary aneurysm. The 
history was as follows:—A winter cough for ten 
years, the cough becoming Chronic four years 
before entering the hospital. There was no 
haemoptysis until fourteen’ daysf' before admission, 
when he brought up about \ ounce. Haemoptysis 
of 4, 8, 9, 8, and 1 r - ounces, occurred on the 
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eighty-fifth, ninetieth, ninety-third, ninety-fourth, 
and ninety-sixth days after admission. During 
the last fourteen days of his life the temperature 
was high, and the sputum became very offensive. 
Post mortem in the upper part of the upper 
Jobe of the right lung was a cavity, the lower 
part of this lobe being fibroid. In the lower 
lobe the bronchi were dilated. In the apex of 
the upper lobe of the left lung was a large irre¬ 
gular cavity, with thick rough walls. At the apex 
of the lower lobe was a small cavity. About 
two and a half inches from the apex, in the 
posterior part of the lung, close to the surface, was 
an aneurysm one and a half inches in diameter, 
oval in shape, with the longest diameter vertical. 
The cavity was filled with blood-clot, composed 
of concentric white laminae separated by thinner 
layers of redder clot. At the inner part of the 
section of lung thus exposed, where the aneurysm 
apparently communicated with the vessel, the 
white clot is dense, the laminae being indis¬ 
tinguishable. Enclosing all was a thin wall, 
between which and the wall of the cavity was a 
layer of recent red blood-clot. The rest of the 
lung was studded with groups of yellow tubercle. 

The next case was a hall-porter aet. 36, who had 
chronic pulmonary tuberculosis (fibroid) and a 
pulmonary aneurysm. There was no family history * 
of phthisis. Five years before admission he caught 
cold, and had not been well since. He had had 
one slight attack of haemoptysis. Twenty minutes 
before death he brought up a pint of blood. Post 
mortem there was enormous thickening of the 
right pleura, especially over the upper lobe, where 
it reached half an inch in thickness; There was 
much puckering of the subjacent lung, and several 
small cavities. In the upper lobe was a small 
irregular cavity, in which, lying loosely, was an 
aneurysm as. large as a small cherry, with a small 
rent in its wall.. The cavity was filled with partially 
coagulated blood. In the posterior and upper 
part of the lobe was a large cavity communicating 
with the preceding cavity by a small opening, also 
filled with blood* The left lung showed a state of 
fibroid induration. Scattered through the lung 
were some very small pigmented nodules the size 
of: a millet-seed: 

The liext case, was that of a bricklayer, aet* 26, 
itho .had chropic pulmonary tuberculosis with 
piilmonary . aneurysm* , fto family. history of 


phthisis. Four months before admission he 
caught cold, and two weeks before coming in he 
had a slight haemoptysis, but no other until one 
day he brought up half a pint of blood, and died 
in a few minutes. There was much thickening of 
the pleura round the upper’part of the right lung, 
and in the lobe was a fair-sized cavity, and another 
in the middle of the lobe. Miliary tubercles were 
scattered through the rest of the lobe. The pleura 
was also much thickened round the upper lobe 
of the left lung, which was converted into an 
irregular-shaped cavity, subdivided by trabeculae. 
In the lower lobe was another cavity. About 
three inches from the apex in the large cavity, and 
situated more anteriorly than posteriorly, was an 
aneurysm as large as a pea, with a small irregular 
rent in it* 

The last case I shall refer to is that of a labourer 
aet. 36, who suffered from chronic pulmonary 
tuberculosis, and had a pulmonary aneurysm. 
The patient's wife died of phthisis at the age of 
33. He had complained of cough and loss of 
breath for a year before admission on March 30th, 
1896. In September, 1895, he brought up about 
half a pint of blood, and the same quantity two 
days later. He had further attacks on April 24th, 
1896, April 28th, and May 1st. On May 4th he 
brought up ten ounces, and death followed. Post 
mortem in the centre of the upper lobe of the right 
lung was a small cavity the size of a small walnut; 
the other lobes were congested, and a few miliary 
tubercles were scattered through them. In the 
upper half of the upper lobe of the left lung 
was a very large cavity the size of a foetal 
head, so that the lobe was transformed into 
little more than a shell. The upper half of the 
lower lobe formed an irregular-shaped cavity, 
divided into many parts by trabeculae. In the 
anterior part of the lobe, situated one inch from 
the diaphragm, and approaching the antero-lateral 
surface, was a cavity the size of a large walnut, 
completely filled by a large aneurysm, ruptured at 
its upper extremity. The aneurysm was sitated 
on one of the many branches of the pulmonary 
artery* 

The morbid condition of the small vessels, to 
which I have referred as occasionally causing 
hemorrhage, are changes in their walls by nuclear 
proliferation, and changes in their calibre by the 
invasion, of tubercular growth* 
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In many cases, when a patient comes com¬ 
plaining of blood-spitting, careful examination of 
the chest reveals no definite physical signs, perhaps 
only weak breathing at one apex. In such a case 
the haemoptysis may almost be regarded as a 
blessing in disguise, for it draws attention to the 
patient’s condition, and the detection of tubercular 
disease at a very early stage; for, needless to say, 
such cases must be. watched carefully, and the 
chest frequently and carefully examined. Suitable 
treatment may then be adopted, and the prognosis 
is necessarily more favorable than had the haemo¬ 
ptysis not occurred. So that if a patient gives a 
history of blood-spitting, and we can find few 
abnormal physical signs, :we can, as a rule, give a 
fairly favorable prognosis; these haemorrhagic 
cases usually do wejl. 

In a later stage of the disease the occurrence of 
haemorrhage may have a graver significance. A 
profuse haemoptysis is very alarming to the patient 
and his friends, but the physician can generally 
assure the patient that there is no immediate 
danger. I say this with a certain amount of 
reserve, for if he arrives quickly on the scene it 
may be obvious that the patient has only a few 
minutes to live. But in the large majority of 
cases, if the patient is alive when the medical man 
reaches him, he will survive that particular attack. 
A second haemorrhage may occur, sooner or later, 
which may have a different ending, but such need 
not be predicted. The onset of haemorrhage does 
not necessarily affect the prognosis, however pro¬ 
fuse it may be ; but there is one point that should 
make us speak with caution, at least until three 
weeks or so have elapsed since the haemoptysis, 
viz. that some of the blood may be inhaled and 
set up fresh foci of infection, and death ensue 
from acute miliary tuberculosis of the lungs. I 
have seen several cases of this kind. In each 
gase the physical signs denoted the presence of 
cavities. In one case I examined the blood, and 
found numerous tubercle bacilli; ten days after 
the haemorrhage the patient died, and at the 
autopsy extensive disease was found at one apex, 
whilst both lungs were studded with miliary 
tubercles. 

The treatment of haemoptysis depends upon 
whether the bleeding is profuse or only slight. 
First, then, if the amount of blood be large. No 
one who has seen such an attack can wonder at 


the terror-stricken state in which the patient and 
friends are usually found. The blood gushes from 
the mouth and nose, covering the patient and his 
clothes. The shock to the system is naturally very 
great, especially in a first attack. The features are 
pale, there is a look of great anxiety, the voice 
sinks to a whisper, and the pulse is rapid, feeble, 
and small. The temperature is usually subnormal, 
but this must not mislead us as to diagnosis, for 
after a few hours there will be a reaction, and then 
there may be fever. In quiescent cases of phthisis, 
or when the disease is of the fibroid type, this rise 
may not take place. On arriving at the patient’s 
house you will generally find \\im or her sur¬ 
rounded by the relatives, who unintentionally add 
to the mischief by their excitement, and well-meant 
though misguided advice. First, an experienced 
nurse should be sent for, and meantime all except 
the one who seems most composed should be 
asked to leave the room, promising to summon the 
others should symptoms of imminent danger set 
in. Next, endeavour to quiet the patient, mentally 
and physically (the one. is important as the 
other), Try to make him understand that there is 
no danger of his bleeding to death, and that if he 
will keep as still as possible, all will be well. If he 
be not already in bed, let him be laid on it, or on 
a couch, with the clothing loose about the chest, 
the body being protected from chill by blankets. 

I prefer to keep the patient in a semi-recumbent 
attitude, not lying perfectly flat; fqr then he is better 
able to clear the throat of blood. The bleeding 
generally occurs in rushes or paroxysms ; between 
such I ask the patient to refrain from coughing, but 
during the rush of blood I encourage cough, so as 
to avoid the chief danger, viz. suffocation. Dr. 
Gawen Sutton, in his admirable ‘Lectures on 
Pathology,’ gives similar instructions in very 
forcible words “ It is a terrible thing for a poor 
patient to be coughing up blood. One of the 
bravest men I knew, a captain in the army, had 
profuse haemoptysis, and I had to quiet his fears. 

I was anxious to get him home alive, and suc¬ 
ceeded in doing so. I helped him by saying 
‘ Cough it up, Captain.’ Fear tends to paralyse 
the breathing, and to paralyse the right side of the 
heart. What chance has a poor fellow if he is 
coughing up blood and is taken with fear? To 
another man with a livid face and fearful pallor I 
said, - Cough it up all you can, for it will help you,’ 
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At the first opportunity the patient should be un¬ 
dressed and put to bed. 

Various drugs have been used for haemoptysis, 
but when the bleeding is profuse I cannot say that 
I have seen benefit from any astringents given by 
the mouth—I will not say any drugs . Gallic acid, 
in doses of about 20 grains, with glycerine and 
camphor water, is a good combination. With such 
treatment I have seen the haemorrhage lessened in 
some cases, whilst in others no result has followed. 
Sir Richard Douglas-Powell recommends a full 
dose of liquid extract of ergot, 2 to 3 drachms in 
iced water, and 20 to 30 minims every hour after¬ 
wards for a few doses. Whilst house physician at 
this hospital, the turpentine liniment of our 
pharmacopoeia was frequently employed, and occa¬ 
sionally seemed to give relief (Olei terebinthinae 
3xx, mucilaginis acaciae 3iji sequam cinnamom. 
ad Jj). 

The treatment I have found most successful in 
cases of profuse haemoptysis is as follows :—After 
procuring quiet in the room, and attempting to 
calm the patient as already suggested, and having 
placed him in the semi-recumbent position, with 
his shoulders supported by pillows, I administer a 
hypodermic injection of morphia—£ grain is 
usually sufficient. This tends to soothe the 
patient, and so procure the rest which is so much 
needed. I prefer giving the drug in this way 
rather than as opium by the mouth, /. e. by pill. 
The objection to this latter treatment is that it 
tends to stop the cough, and so the blood and 
mucus are retained in the lungs, which is not 
desirable. When given under the skin, however, 
in small doses, I have not found that the cough 
is materially lessened, whilst there is a marked 
difference in the comfort of the patient. 

I always order the patient to suck small pieces 
of ice, but only in very limited quantity. If much 
is taken, a quantity of fluid is thus received into 
the stomach, which should be avoided. Moreover, 
much ice is apt to produce flatulent colic, and I 
have seen patients who ought to have been kept 
perfectly still in bed, rolling about in agony. 

Regarding the practice which is sometimes 
adopted of placing an ice-bag on the chest, over 
the side from which the haemorrhage is supposed 
to arise, I am strongly opposed to it. I cannot 
understand how it can do any good except by 
acting as a splint, and limiting, in slight degree, 


the movement of the chest; but surely the cold 
cannot penetrate through the chest-wall to the 
bleeding point, and the blood which may be 
slightly chilled whilst passing through the cutaneous 
vessels, would at once be warmed again on entering 
the larger vessels. On the other hand, I fancy 
the risk of chill to the patient must be considerable. 
I have seen very few cases treated in this way, so 
cannot *speak from experience. 

The bowels should be kept freely open by means 
of laxatives, saline aperients being preferable. 
Diet is of the utmost importance. For a few days 
everything should be given cold. A useful guide 
is the * c haemoptysis diet” recently introduced at 
this hospital, as follows:—Milk ii pints; solid 
beef essence (or other similar food) 2 ounces; 
bread, 4 ounces, butter £ ounce, in the form of thin 
sandwiches. Ice to suck. 

When the haemorrhage has become less profuse, 
fluids may be taken lukewarm, and a more liberal 
diet gradually introduced—fish, chicken, sweet¬ 
bread, &c. 

The patient should be kept in bed, and as quiet 
as possible, until the bleeding has ceased, when a 
more thorough examination, the range of tem¬ 
perature, &c., will give evidence as to the course 
of treatment to be followed. 

. Regarding the treatment of slight haemoptysis, 
quite another line must be adopted. Astringents 
are more useful, and we may employ agents to 
allay cough, if that be troublesome. The tincture 
of hamamelis, in doses of 15 grains, combined 
with a little dilute sulphuric acid, is the drug I 
have found to answer best. Digitalis is also 
useful, diminishing the frequency of the heart’s 
action. Hydrastis canadensis may also be tried, 
full doses (5j to Jij) of the liquid extract being 
given in iced water. Stimulant remedies must, of 
course, be avoided, even should actual syncope 
occur. Nauseant remedies, such as ipecacuanha, 
have also been recommended, but I have never 
ventured to try them. 

The after-treatment of haemorrhagic cases of 
phthisis will depend upon the extent and stage of 
the disease. Early cases do particularly well at 
high altitudes, such as Davos and the Engadine, but 
advanced and progressing cases are best kept at 
home, or, if the progression has ceased, and the 
disease seemed to be quiescent, the mild climate 
of Bournemouth or Falmouth in England, and 
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Egypt, or some of the quieter places in the Riviera, 
may be recommended. All excitement must be 
avoided, and strict injunctions given against over¬ 
exertion or hurry of any kind. 

(A Demonstration of Cases followed.) 


A CLINICAL LECTURE 

ON THE 

DIFFERENTIAL DIAGNOSIS OF 
SWELLINGS IN THE BREAST. 

Delivered at the Bristol General Hospital, 
November 11, 1896, 

By CHARLES A. MORTON, F.R.C.S.Eng., 
Surgeon to the Hospital. 


We have lately had in Guthrie Ward two women 
with swellings in the breast of a somewhat doubt¬ 
ful nature, so that I propose to consider the diffe¬ 
rential diagnosis of swellings in the breast, using 
these and other cases as illustrations. 

When a woman presents herself with a swelling 
in the breast, what are the conditions which may 
be present ? We will not consider rare tumours 
or other affections, but I will describe only the 
common forms of swelling which you are likely to 
meet with. There may be a tumour present, or 
the swelling may be inflammatory in origin. If a 
tumour it is likely to be a fibro-adenoma, a cyst, 
or scirrhus, but it may be a sarcoma; if inflam¬ 
matory, it may be a localised patch of chronic 
sclerosing mastitis, or a chronic abscess with much 
thickening of the breast tissue around, and possi¬ 
bly due to the pressure of breaking-down tubercle. 
The acute inflammatory swellings are distinctive, 
and need not be considered in the differential 
diagnosis. 

There is one fact which I wish to impress on 
you very strongly, and that is that fluid swellings 
in the breast—cysts and chronic abscesses—may 
feel exactly like solid growths, from the tension 
within the cyst or abscess wall, and the induration 
of the breast tissue around. So closely does a 
tense cyst simulate a very hard solid tumour, that 
it should be the invariable rule to cut into every 
apparent scirrhous growth ^before removing the 


breast for that disease. Because the rule was not 
observed, I have seen the whole breast removed 
for supposed scirrhus when it only contained a 
tense cyst. If in a swelling in the breast there is 
fluctuation we may reasonably conclude that we 
have to deal with a cyst or a chronic abscess. In 
the cases in which it is so difficult to distinguish 
between a cyst or chronic abscess and scirrhus, 
the swelling is hard and there is no fluctuation. 
What we should look out for, as an aid in diagno¬ 
sis, is the presence of a certain feeling of elasticity 
on firm pressure which would distinguish these 
fluid swellings from the stony hardness of scir¬ 
rhus. In order to detect this we must get the 
patient to lie back against some firm support, and 
then press firmly the swelling in the breast against 
the chest wall. 

We must remember that cysts may form only 
part of a tumour which elsewhere may be a fibro¬ 
adenoma or an adeno-sarcoma, and that the bosses 
on the surface of a very soft but wholly solid pure 
sarcoma may fluctuate. 

The swelling in one of the patients lately in 
Guthrie Ward is a good illustration of a tense 
cyst. She was a woman aged 51—an age at which 
cancer of the breast is common—and had noticed 
a lump in the breast for six months, which 
had been increasing more rapidly for the pre¬ 
vious two months, and she had had pricking 
and shooting pain in it. Projecting from the 
surface of the axillary border of the left breast 
was a smooth round lump, the size of a large 
walnut. It was only tender on very firm pressure. 
There was some doubt as to the presence of any 
elasticity on deep pressure. No glands could be 
felt to be enlarged in the axilla. If she had been 
a younger woman the probability of its being an 
adeno-fibroma would have been considerable. 
Scirrhus was suggested by the age, but, as a rule, 
scirrhus forms a swelling in the breast rather than 
projecting from it. I thought, on the whole, it 
was probably a tense cyst, and such it turned out 
to be, and I dissected it away. The diagnosis of 
cyst can always be made by the use of the ex¬ 
ploring syringe; but in a chronic abscess in the 
breast, as elsewhere, the pus may sometimes be so 
thick, it may fail to enter the syringe; and hence if 
we do not succeed in getting pus in this way we 
must not conclude that we certainly have a solid 
swelling rather than a thick-walled chronic abscess 
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to deal with, for in such a case only an exploratory 
incision could give us certain evidence that no pus 
was present. 

The other patient we have lately had under ob¬ 
servation is an illustration of the way in which a 
chronic abscess may simulate a solid swelling. A 
woman set 43 came to this hospital with a small 
lump in the breast, which she had first noticed 
three weeks before. It had been quite painless. 
There was a very hard, smooth, round nodule, the 
size of a small marble, projecting from the breast 
close to the nipple. It was not tender, and there 
was no redness of the skin over it. Just above it 
was a scar where an abscess of the breast had been 
opened four years before. She had not been 
suckling for some time before the onset of the 
swelling, but the supply of milk in that breast had 
always been imperfect. There was no fluctuation, 
nor even elasticity on pressure, and the skin was a 
little drawn in over it—a sign of great importance 
in some cases of scirrhous growth : but it seemed 
to me an unusual thing for a scirrhus nodule to 
occupy a position so close to the nipple, and to 
project so much from the breast, and I was inclined 
to think it was a tense cyst, formed in connection 
with one of the larger ducts. It was found to 
contain thick yellow pus, and I scraped it and 
stuffed it with iodoform gauze. There are two con¬ 
ditions which, if present, may assist us in the differ¬ 
ential diagnoses of chronic abscess, surrounded 
by indurated breast tissue from a solid growth. 
Chronic abscess is sometimes associated with 
some cedema of the overlying skin ; and some 
surgical writers state that it usually occurs in con¬ 
nection with lactation, and especially towards the 
end of lactation, though Mr. Roger Williams’ 
statistics do not bear out this statement. I will 
give you the record of a case in which a patient 
presented herself with a swelling in the breast of 
considerable size, without any oedema of the skin, 
and unassociated with lactation, which turned out 
to be a chronic abscess. If she had been at the 
cancerous age the diagnosis of scirrhus would pro¬ 
bably have been made, but an exploratory incision 
would have settled the doubt. A young woman 
23 years of age came to the hospital with a firm, 
round, finely lobular swelling, the size of a small 
hen’s egg, deeply situated in the right breast. 
There was no fluctuation, and not even an elastic 
feeling on firm pressure. It had been noticed for 


a month, and there had been shooting pain in it, 
extending through to the back, and pain on lifting 
anything with the arm. Both nipples looked re¬ 
tracted, but were really undeveloped. She was 
single, and had never suckled. An incision 
evacuated several drachms of watery pus, which 
had been contained in a smooth-walled cavity. 
There was not much induration of the breast tissue 
around, and the solid feeling was due to the great 
tension within the cavity. How closely some of 
these cases of cold abscess may simulate scirrhus 
is shown by the fact that out of twenty-two cases 
of which Mr. Roger Williams collected the records, 
in no less than five had the breast been removed 
for scirrhus. Retraction of the nipple or overlying 
skin may be present, and the axillary glands may 
be enlarged, conditions common in scirrhus 
growths. 

A chronic subpectoral abscess with a very thick 
wall may occasionally simulate scirrhus deeply 
placed in the breast, and involving the chest wall. 
I had a patient with such a condition sent to me 
for operation for malignant disease this year. There 
was a history of previous suppuration in the chest 
wall, and an indistinct feeling of fluctuation with 
one hand on the breast and another at one spot 
on the edge of the subpectoral swelling, which 
suggested the presence of pus. 

A fibro adenoma usually forms a firm, well- 
defined, and possibly lobular swelling, projecting 
.from the surface of the breast in a young woman. 
By pulling the growth away from the nipple the 
latter is not drawn on as in the case of swellings 
deeply buried in the breast, such as lobular 
mastitis or scirrhus. In localised sclerosing 
mastitis the swelling is within the breast, less de¬ 
fined in outline, less easily felt by laying the fingers 
flat against the breast than by grasping the swelling 
between the thumb and finger, sometimes multiple, 
and possibly affecting both breasts, with pain, espe¬ 
cially at menstrual times, and perhaps a temporary 
increase of the swelling at these periods, occurring 
both in young and elderly women. In a typical 
scirrhus we have to guide us the stony hardness 
of the growth ; retraction of the nipple if the growth 
is situated centrally in the breast, and in any 
position possibly retraction and adhesion of an 
area of the skin lying over it, or the puckering 
of the overlying skin when moved over the swel¬ 
ling;* the position of the swelling~-distinctly in 
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the breast, even if also projecting from it, and 
thus differing from a fibro-adenoma, which usually 
feels as if it only projected from the breast; and, if 
present, the enlargement of the axillary glands. 

Mammary cancer is rare under thirty-five years 
of age, and as a rule does not occur for several 
years later. There may be some retraction of the 
nipple in chronic mastitis, either the sclerosing 
form or, as I have already pointed out, in the 
suppurative, but it is rare in either. On the other 
hand, unless the tumour is situated near the centre 
of the breast, retraction of the nipple will probably 
be absent in scirrhus ; but then instead the skin 
lying over the growth may be drawn down and 
fixed to it, but not necessarily so at an early stage. 
The axillary glands may be enlarged in chronic 
abscess and sclerosing mastitis, and more espe¬ 
cially in the tubercular induration of the breast 
which leads to chronic abscess, but except in the 
latter they will not attain the size and induration 
of scirrhus glands. But it must be remembered 
that in the early stage of scirrhus there may be 
no evidence of gland implication. We must not 
expect pain in most cases of scirrhus in the early 
stage. Very commonly patients come to us with 
a scirrhus lump in the breast which they have 
noticed quite accidentally, and which has never 
pained them. A very tense cyst may cause much 
more pain than an early scirrhus. Redness and 
oedema of the skin overlying a swelling in the 
breast would, of course, strongly suggest its inflam¬ 
matory origin, but every now and then we find 
this condition associated with a rapidly increasing 
cancerous growth. I have seen it myself, and it 
is described by others. 

I have so far said nothing about the character 
of sarcoma of the breast, because it is a compara¬ 
tively rare form of tumour. A tumour having the 
character of an adeno-fibroma may grow rapidly, 
and attain a much larger size than such growths 
usually do, and on removal it may be found to 
have a more gelatinous appearance than the typical 
fibroid structure of fibro-adenoma, and on micro¬ 
scopical examination present spindle-celled tissue 
in place of fibrous. Such growths are called adeno- 
sarcomata, but their clinical course is not as ma¬ 
lignant as is that of pure sarcoma. The pure sar* 
coma usually presents itself as a rapidly growing 
tumour, which may be firm or soft, and tends to 
fungate through the skin, but not infiltrate it as 


cancer does. It may form a growth of enormous 
size-much larger than cancer commonly does; 
but however large it grows, it is very rare for it to 
affect the lymphatic glands. The nipple may 
appear to be retracted, as in scirrhus, but on 
closer inspection we shall find it is really buried 
by the projection of the growth around. In rare 
cases the axillary glands become involved, just as 
they do in sarcoma of the tonsil; and I have re¬ 
corded a case in which this occurred; but if in a 
rapidly growing large tumour we found the axillary 
glands large and hard, we should have strong 
evidence in favour of the growth being carcinoma. 
Sarcoma of the breast may be associated with the 
formation of cysts, forming fluctuating bosses on 
the surface, with possibly the skin $0 thinned over 
them as to give rise to a dark translucent appear¬ 
ance. 

There i£ one somewhat rare tumour of the breast 
to which I have not alluded, and that is so-called 
duct cancer. It is a form of growth so greatly 
differing from scirrhus in its clinical and patho¬ 
logical features that, as I endeavoured to show in 
a paper published two years ago,"'* it can hardly be 
called cancer at all. It may recur after removal, 
but it does not affect the glands except in very 
rare instances, or cause secondary growths in 
internal organs. It presents itself as a deeply- 
seated swelling, usually in the neighbourhood of 
the larger ducts near the nipple, and is commonly 
associated with blood-stained discharge from the 
nipple ; but this discharge may be present in simple 
cysts containing intra-cystic growths, and so-called 
duct cancer is really of the nature of a cyst or cysts, 
so closely packed with intra-cystic papillomatous 
growth as to form a solid tumour. 

If a woman has multiple swellings in her breasts, 
they are likely to be cysts or patches of localised 
sclerosing mastitis. Some surgeons consider that 
fibro-adenomata may be multiple, but this must 
be rare. In April, 1894, a woman aged 35 came 
under my care, with several small tumours in each 
breast, which she had noticed accidentally six 
weeks previously. The larger ones were the size 
of walnuts, the smaller not larger than small shots. 
I dissected out the larger ones, which gave her 
pain, but found the breast tissue everywhere riddled 
with little cysts. In March last I removed two 
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more cysts, which had enlarged during the two 
years which had elapsed since the first operation, 
as they were giving rise to pain. No doubt as 
time goes on others will enlarge also. This con¬ 
dition of the breast is known as general cystic 
disease, and was apparently first described by 
Brodie as long ago as 1847.* 


ECZEMA UMBILICI AND ITS TREATMENT. 

By J. Abbott Cantrell, M.D. 

(From the Therapeutic Gazette, February, 1&97.) 


Eczema of special regions demands distinct inquiry 
more often than does the disease when witnessed 
in usual or more exposed parts; and as this is 
especially true of eczema affecting the umbilicus 
or its contiguity, my remarks will be apropos at 
this time. Whether the part recedes or protrudes 
the same inquiry will be demanded, on account of 
the numerous folds into which the disease may 
locate itself. When depressed beneath the general 
surface the condition is more likely to be unattended 
to until such time as the affection spreads upon 
the surrounding parts, because the afflicted person 
believes that in a short time the disease will heal 
of itself, but if the patient was aware what he was 
allowing to proceed he would immediately seek 
medical advice. Those persons in whom the part 
protrudes to some distance beyond the surrounding 
areas usually notice the uncomfortable symptoms 
long before the contiguous portions are involved, 
and consequently seek proper intervention before 
the disease is allowed to progress to any alarming 
proportions. 

Looking at the part in its natural and undiseased 
condition, we discern a peculiar formation in its 
eagerness to adapt itself to circumstances. In the 
depressed variety usually found in those of large 
structure we notice a well-formed concavity, in 
which one can easily place the tip of the finger to 
a depth of from one-quarter to one inch, according 
to the size of the individual. The rugous elements 
are so arranged that one fold overlaps another in 
such manner as to be belter able to resist contusion 

* See account of the disease by Roger Williams, in his 
book on ‘ Diseases of the Breast,’ p. 497. 


from without, but at the same time producing 
numerous sulci into which disease may creep 
unnoticed, and lurk until the proper time arrives 
for its extension. As the surrounding parts contain 
large collections of fatty substance, the receded 
umbilicus is likely to be covered entirely at times 
during the movements of the individual, thus 
preventing proper access of air to the unnaturally 
made cavity, and in a like degree retaining what¬ 
ever foul air may have been introduced, thus 
allowing contained germs to act upon any portion 
of the area which may have previously been 
| diseased. In a like manner these coverings may 
| not allow the excreted sebum proper expulsion, 
but assisting it in the formation of crusts which 
may in themselves produce disease that in an 
uncleanly person may proceed for a considerable 
time unnoticed until disease has actually spread 
beyond the outer borders of the depressed area, 
thus complicating what may have been only the 
most simple of conditions. As the part is bound 
down by the connections beneath the derma 
affected in its most central portion, it can readily 
be seen why attention should be continuously 
directed to this region for purposes of cleanliness, 
and so preventing the collection of any sordid or 
other obnoxious material which may have a ten¬ 
dency to produce either a simple dermatitis or a 
well-pronounced eczema of the part. 

In those subjects where there is a protrusion 
rather than a depression we have a somewhat 
different condition confronting us, but in the main 
the part is arranged in a similar manner for .the 
protection of the parts immediately beneath, and 
consequently shows the same rugous arrangement 
for self-preservation, but does not show the 
enormous extent of sulci as found in the former 
variety. In the one instance we may witness the 
part raised only about one-sixteenth of an inch, 
but in the majority it is found to be protruded to 
one-half inch or even more above the surrounding 
portions of the abdomen ; and this is governed by 
the size of the bearer, being more and more pro¬ 
truded as we encounter the still lesser dimensions. 
Naturally the part is not liable to the same amount 
of collections of sordid materials as the former 
variety, and consequently is the less likely to 
attacks of eczema; it should never be neglected 
j for that reason, but should be inspected from time 
I to time so as to prevent any superabundance of 


Digitized by 


Google 



The Cl.inioal Journal.] 


ECZEMA UMBILICI AND ITS TREATMENT. 


[March 17,1897. 331 


sebaceous collection in. the form of crusts. One 
precaution that must be exercised in its behalf is 
to afford a certain protection from harm or bruising, 
either from the clothing or in any other manner, 
thus preventing the formation of a dermatitis from 
which an artificial or true eczema may spring. 

Now let vis look for a short time upon the 
diseased areas, and as we notice the condition 
affecting the depressed umbilicus we find in the 
one instance that the skin has become attacked 
only in the sulci that are contained within the 
cavity, looking as it does more like an intertrigo 
than an eczema, but with a distinct weeping surface 
with some thickening and infiltration, and the 
slight or greater formation of crusts, all lying in the 
spaces between the folds, causing the exposure of 
numerous bleeding points upon the removal of the 
agglutinated material, This is rarely the extent 
to which the disease has progressed when it is our 
province to see it, but occasionally it does occur, 
and therefore it is wise to be aware of its appearance. 
Usually when a case is brought to our clinics 
the condition has affected all of the depressed 
region, and shows in addition to the diseased sulci 
an extension to even the summit of the folds, 
presenting a most disagreeable looking and smelling 
part. It therefore presents a deeply reddened and 
moistened surface, with the formation of crusts in 
abundance, and some infiltration and thickening. 

But unfortunately this is not the greatest extent 
to which the disease often confronts us, as many 
cases are brought before us wherein the condition 
has involved a much more extensive area suffi¬ 
ciently beyond the borders of the umbilicus to 
cause great alarm in the mind of the affected 
person. Besides the disease being found in the 
sulci and upon the summit of the various, folds, it is 
likely to extend to one, two, or more inches beyond 
the borders of the most outer edge of the umbilicus; 
and as the condition involves the skin of this 
region in a manner similar to that affecting the 1 
enclosed portion of the umbilicus, it must be dis- | 
agreeable in the extreme because of the great 
amount of discharge of a watery or serous nature, j 
with the consequent formation of crusts which are 
continuously being detached, and exposing a very | 
greatly reddened and bleeding surface situated } 
upon a thickened, infiltrated skin. The borders 
of the diseased area will be noticed to be fading 
into the surrounding healthy portion in the greater | 


majority of cases, as is the usual manner of all 
forms of eczema; but in many of the cases this 
symptom will be entirely wanting, so that the 
borders will be rather abrupt, showing a distinct 
line of demarcation, and hence complicating the 
diagnosis with other diseases of the skin of a much 
more chronic nature. 

When the umbilicus extends or protrudes beyond 
the surrounding portions of the body the disease is 
rather of a milder nature than when the umbilicus 
alone is attacked, because of the greater ease with 
which one may treat it; but it presents a condition 
similar to the former variety when the disease had 
spread beyond its borders, and consequently is just 
as annoying to the sufferer. Occasionally it may 
be found, when the disease has progressed far 
beyond the edges of the umbilicus proper, that the 
umbilicus has swelled to an enormous degree— 
possibly twice its normal size,—thus complicating 
the condition still further, and giving much dis¬ 
comfort and pain, with sleepless nights. 

The diseases which may at any time resemble 
this condition may be severally diagnosed by the 
symptoms which each in its process presents, and 
individually may be differentiated by the following 
rules : That eczema is a moist affection, showing 
at times throughout its course the usual charac-. 
teristics of peculiar crusting with a decided amount 
of infiltration and thickening, and a possible in¬ 
duration in long-standing cases; that it has a 
tendency to fade into the surrounding parts rather 
than be abrupt; that the discharge is one of water 
or serum rather than pus ; that if fissures do occur, 
they have a tendency to self-healing ; and its in¬ 
herent tendency to superficial extension. 

From psoriasis it may be differentiated because 
of its more acute nature; its tendency to moisture 
crusting rather than scaling; its limitation to one 
portion of the body ; and the intense itching. 

From syphilis it may be recognised by the dis¬ 
charge of a serous rather than a purulent liquid; 
by a disagreeable odour rather than a foul-smelling 
stench; from the fact that syphilis is more likely 
to be confined to the depression, and to surround 
the edges by a serpiginous crawl rather than a 
diffuse extension ; and by the peculiar colour of 
the crust, which in syphilis is of a dark brown 
colour, and in eczema of a reddish blood-like 
character. 

Pediculosis shows also distinguishing features 
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in the fact that the lesions are more prone to be 
isolated and to be hjemorrhagic puncta rather than 
a diffuse infiltration; to show the deposit of 
ova upon the surrounding hairs; and the possible 
appearance of dead or living pediculi. 

In scabies the lesions do not limit themselves to 
this region, but may be witnessed elsewhere; hut 
should we find lesions in this portion they would 
show their characteristic summit to the burrow, 
the peculiar tortuous outline, and the complication 
of vesicles or pustules with discrete crusting 
rather than a conglomerate mass of agglutinated 
material. 

The treatment of this condition is generally con¬ 
fined in text-books to . a few short lines, but un¬ 
fortunately even these are' not conclusive enough 
to give one more than a vague opinion as to what 
is the best plan of treatment; and consequently 
the condition, unless it should happen to fall into 
the hands of a dermatologist, is more likely to 
spread than.to be checked in its career. But 
should one take into consideration the character 
of the condition, empirical measures may not be 
found amiss. First of all we have an inflammatory 
disease in which we may be confronted by some 
(?edema and exudation, with the tendency to the 
formation of crusts ; its fading border, with the 
great desire to bleed upon the slightest provoca¬ 
tion ; and the intense itchihg which always accom¬ 
panies the condition. These latter symptoms may 
alone give one a cue as to what form of treatment 
is demanded, and after thinking one certainly can 
see that astringents are called for, with the addition 
of some palliative as well as an antipruritic; but 
oftentimes it will be seen when the condition has 
arrived at the chronic stage, and where the inflam¬ 
mation is more of a subacute character or rather 
quiescent, that some form of stimulant may be re¬ 
quired first to present a favourable surface for the 
reduction of inflammation. 

When the disease extends beyond the borders 
of the umbilicus we have recourse to astringent 
remedies in the acute or moist varieties, and of 
these we may find beneficial effects following the 
application of either calomel or acetanilid in the 
proportion of ten to forty grains to the ounce of 
the official zinc oxide ointment, or one-half ounce 
of this with an equal quantity of petrolatum or 
lanolin, applied twice or thrice daily to the part 
direct, or placed upon a linen cloth and then 


allowed to cover the diseased areas, being kept in 
position by some bandage. Should cases arise m 
which neither of these astringents will relieve or 
cure, sulphur, bismuth oxide, or one of the tarry 
preparations, in the strength of one-half to one 
drachm to the ounce of one of the above excipients, 
will often give decided relief and cure. This form 
diflerfc little from any acute eczema upon other 
portions of the body, and like it we find those 
cases presenting a dried or chronic infiltrated or 
thickened appearance ; but in the latter form it 
will be found necessary to advise the application of 
more stimulating remedies, and our choice will lie 
advantageously between resorcin, salicylic acid, 
salol, or possibly thymol in the strength of from 
ten to thirty grains to the ounce of an ointment 
base—with the exception of thymol, which may be 
advantageously advised in the strength of five 
grains to the same quantity,—and placed upon the 
part in the most direct contact and covered with a 
roller. In those cases showing much swelling such 
lotions as a saturated solution of boric acid in 
water, or the black wash (three to ten grains to the 
ounce of lime water), may be used with decided 
relief. *• 

When the disease has been confined to the 
umbilical depression for some unknown time, then 
and then only will the disease give us much con¬ 
cern, and our choice of remedies will be demanded 
from those which will give us a favourable condition 
of the part by using curative drugs. All or most of 
the text-books refer to the use of the application of 
nitrate of silver in solution, and 1 cannot but say 
that it has been judiciously chosen ; but rather 
than confine myself to one remedy alone, knowing 
that one remedy often fails, I have studied the 
action of numerous others, and find that some are 
at least just as effectual and often more beneficial 
than the silver caustic. The manner of applying 
the silver nitrate is in solutions of from ten to 
twenty grains to the ounce of oil, which retains it 
in contact with the diseased area for a proper time, 
naturally cauterising the part to some extent; thus 
giving us a proper base for curative measures. 
But in my practice this has been found to give 
much pain in most of the cases, and for that reason 
I have looked around for remedies which would 
not be so likely to cause much discomfort, and 
have advised either resorcin or salicylic acid in 
many cases with good results. In applying the 
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latter two drugs I have usually advised one or the 
other in the strength of forty grains to about 
two or three drachms of petrolatum or lanolin, 
which was to be kept in close touch with the 
affected portion for periods varying from two 
to three hours, when other and more curative 
measures may be adopted. In other cases I have 
received excellent results by using lactic acid in 
full strength, applied by means of an applicator 
upon the bleeding surfaces of the patch, and then 
following it with the application of one of the above- 
mentioned astringents until the case was entirely 
cured. 


NOTES. 


Negretto’s Radical Cure of Ischuria from 
Hypertrophied Prostate by Cauterisation 
through the Rectum. — The annoyances of 
castration are avoided by this method, which 
does not interfere in any way with the genital 
organs. It is simple, effective, and free from any 
danger, and Negretto considers it superior not 
only to castration and section of the vas deferens, 
for various reasons, but also to all other methods 
suggested to date, including Bottini’s thermo- 
galvanising process. It is described in the * Gaz. 
degli Osp. e delle Clin.’ of December 27th, with 
the reports of five cases treated. Rapid and 
permanent cure was invariably secured, and this 
experience was confirmed by numerous experi¬ 
ments on animals. It is especially indicated in 
the congestive stage, as it is sure to produce 
atrophy of the prostate. His instrument consists 
of a sharp, slightly curved hook, 1 cm. long, on 
the end of a straight graduated stem about three 
inches long, with a slanting handle. The evening 
previous to the operation, or the night before that, 
£ saline purgative is administered, and one or two 
rectal injections are given an hour before the 
commencement of the operation. After chloro¬ 
form the patient is placed in the peritoneal 
cystotomy position with the pelvis raised very 
high. The rectum is dilated with the Collin or 
Weir speculum, and a short distance above the 
gland the rectum is plugged with iodoform gauze 
to prevent fouling the site of the operation wkh 


faecal matters. After this the speculum is removed, 
and with the left forefinger the centre of the 
prostate is located, and the hook introduced, 
guided by the forefinger, and inserted in the 
centre of the gland, a slight traction serving to 
hold it in position. The figures show the exact 
distance the stem has penetrated in the rectum, 
and also any displacement. It is then entrusted 
to an assistant to hold, warning him to continue 
the traction. The speculum is reinserted, and any 
scraps of the rectal niucosa are removed with a wad 
of gauze. The prostate is then cauterised with the 
Paquelin cautery or with the galvano-cautery,around 
the hook, the extent depending upon the case. 
The operation is completed in two minutes on an 
average. If necessary the assistant can render the 
region of the prostate more prominent by pressing 
on the supra-pubic abdomen. After the operation 
a large dose of bismuth subnitrate with opium is 
administered, to keep the bowels from moving, 
and a permanent Nelaton catheter is inserted in 
the bladder. It is changed in a few days, and the 
bladder periodically disinfected. The sixth or 
seventh day an oil purgative is given, and the 
gauze-plug is expelled with the discharge. At 
the end of ten or twelve days the catheter is 
finally removed, and the patient henceforth urinates 
without difficulty.— The Journ . of the Atner. Med. 
Assoc .; Feb. 13th, 1897. 


The Technics of Intubation in Children-; 
some Remarks on the Time for Operation 
and After-Treatment.— Thomas J. Hillis re¬ 
commends that the child be prepared for intubation 
by wrapping it in strong muslin, the arms hanging 
by the sides, and the forearms and hands crossed 
on the abdomen. This position, and the use of 
muslin instead of a blanket, secure to the operator 
more room for the necessary manipulations. 
Instead of keeping the tube and introducer vertical 
and in the median line during the whole process 
of intubation, as was usually done, space could be 
economised, and in some instances the operation 
facilitated, by tilting the introducer and tube during 
the first part of the introduction, so that the tube 
would lie transversely across the tongue; Of 
course, as soon as the tube touches the guiding 
finger, the instrument should be quickly restored 
to the vertical position, in the median line of the 
body, and inserted into the larynx. Among the 


Digitized by 


Google 




334 The Glinioal Journal.1 


NOTES. 


[Maroh 17,1897. 


various methods that had been proposed for 
extraction of the tube there was one simple pro¬ 
cedure which was applicable to infants under a 
year old, in whom the cartilaginous rings of the 
trachea were soft and yielding. This consisted in 
placing the infant on its back, with a small pillow 
under the neck, and the head thrown well back, 
and, by means of the thumb and fingers, 
“ expressing ” or forcing the tube upward and 
backward into the mouth, where it could be 
seized with the thumb and index finger of the 
disengaged hand. No hard and fast rule could be 
laid down as to the number of days the tube 
should be allowed to remain in the larynx, but it 
was always well to err on the side of leaving it in 
a little longer than was absolutely demanded. 
There would be slight obstruction present for a 
short time after the removal of the tube, but if 
this was not very great, it need cause the physician 
no special uneasiness. It was well known that 
considerable difficulty was often experienced in 
feeding children while the tube was in the larynx. 
The difficulty was commonly overcome by placing 
the child on the nurse’s lap on its back, with the 
head hanging down over the edge of the lap. 
Personally, he preferred to have the little patient 
lie on the stomach, face down, as this gave greater 
command over the constrictors. 

Universal Medical Journal , January, 1897. 


* Treatment of Empyema.— Lewaschew (‘ Die 
Therapie der Gegenwart,* 1896, xxxvii, 590) has 
again brought to notice an old proposition—to 
substitute an indifferent solution composed of a 
o*6 per cent, solution of chloride of sodium for 
the fluid after having emptied the pleural sac by 
aspiration, and haslatterly recommended this method 
also in purulent exudates. He is afraid of the 
bad effects which may follow the rapid removal of 
the secretion, but he has undoubtedly forgotten 
how well the flow can be regulated since we are 
supplied with the latest aspirators. The complaint 
of those with much experience is not that the lungs 
are too rapidly expanded, but rather that the re¬ 
stitution of the lung takes place too slowly, and 
that the method he advocates is opposed to the 
cardinal rule that the lungs should be released as 
soon as possible from the pressure exerted on them 
by the exudate In empyema he makes repeated 
punctures followed by infusion of the salt solution. 


That the puncture alone will produce a temporary 
improvement has been known, but that the o’6 per 
cent, solution of salt should have an inhibiting in¬ 
fluence on the streptococci is new. The experience 
of all operators has up to the present time convinced 
them that puncture and withdrawal of the pus 
alone cannot effect a cure. It might be that his 
method could be applied in old cases of empyema 
in which an operation would not be indicated on 
account of the long duration of lung compression. 

Pediatrics, February 15th, 1897. 


Tuffler’s Technique of Intravenous In¬ 
jections. —According to Tuffier, the facts to 
be borne in mind in these injections are that 
there is no toxic dose, but only a toxic speed, 
and that the kidneys must be sound. The 
intravenous method is not difficult nor danger¬ 
ous, as no harm results if air gets into the veins, 
while the absorption is certain and the effect 
apparent at once. It is applicable in haemorrhages 
and medical infective diseases, but is of especial 
value in surgical and obstetrical infections. It 
increases the intravascular tension, and is an al¬ 
most indispensable preliminary to an operation 
after part of a member has been crushed. It has 
been found effective in cholera, and recently in two 
cases of tetanus. Infection of the kidneys is the 
only contra-indication. The formula used is : 
water 1 litre, sodium chloride 8 grammes, sodium 
sulphate 10 grammes. The serum is boiled, or 
better still sterilised in the autoclave at 115 0 C. for 
ten minutes. The chances of infection are re¬ 
duced to a minimum by Voisin’s contrivance for 
keeping the serum in balls with two openings ; the 
rubber tubing is attached to the shorter small tube 
at one opening, and the ball placed on some suit¬ 
able support. At the moment of the injection the 
serum should be about 40° C. The preferable in¬ 
jecting point is the internal saphena just in front 
of the internal malleolus, where it can be easily 
palpated. An incision two centimetres in length 
exposes the vein, which is then taken up on a 
grooved director. The vein is seized with the 
forceps, and a small pointed flap Cut with the 
bistoury in its wall, the adherent base on the side 
toward the root of the member. As the blood 
starts, without letting go of the venous flap,, held 
with the forceps in the left harid, the trocar is 
taken in the right hand, and after lettihg the serum 
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flow to expel the air, the trocar is inserted in the 
wound in the vein for about two centimetres. The 
receptacle is raised i^o metres above the level of 
the bed, which allows the liquid to flow at the 
rate of 1500 grammes of liquid in twenty-five to 
thirty minutes. When the injection is completed, 
an antiseptic compress is all that is necessary, as 
the same opening in the vein may serve for future 
injections, only the trocar must be inserted a little 
deeper in the vein to avoid the clot that has 
formed. The amount of liquid injected can 
without inconvenience be as much as 2000 
grammes twice a day, until the arterial pressure is 
entirely restored. The pulse becomes perceptible, 
the temperature rises in haemorrhages, and falls in 
infections with hyperthermia, and diuresis is esta¬ 
blished, accompanied by salivary secretion and 
diarrhoea .—Presse Med\ from Gaz, Hebdomad, de 
Med. et de Chir ., November 22nd, 1896. 


Treatment of Ringworm. —The main obstacle 
to cure is the difficulty of bringing the parasiticide 
into contact with the fungus. One of the best of 
ointments is composed of pure carbolic acid and 
salicylic acid, each half a drachm to the ounce of 
vaseline. This may be rubbed into the patches 
with a stiff brush, which can be made by cutting 
short the bristles of an ordinary penny painter’s 
brush. Chrysarobin hal£ a drachm or a drachm 
to the ounce of vaseline may be tried, but always 
with the greatest caution, for if the patient get a 
little of the drug in his eye it may cause severe 
suffering. Morris recommends a lotion of salicylic 
acid, five to twenty grains to the ounce of chloro¬ 
form, applied every night. He says, however, that 
if the application is to succeed, no fatty substance 
must be used at the same time. A similar caution 
extends to iodine and blistering fluid. A good 
plan is to rub the shaved scalp with pure turpentine 
for three or four minutes until the child cries out. 
The head is then washed with carbolic acid soap, 
dried, and painted over with tincture of iodine. 
This process may be repeated daily for a fortnight. 
Another plan has been found by the writer to 
answer well in chronic and intractable cases. After 
rubbing the head with turpentineas above described, 
it is painted over with a solution of biniodide of 
mercury in spirit of the strength of 1 in 500. 
Each night the head is packed with lint soaked in 


the following lotion, and covered in with oil silk or 
a rubber bathing cap: 


9 > 

Sod. chlorid. . ] 

Sod. hyposulphit. j 

| aa 3j 


Ol. sanitatis ... . 

5 'j 


Aq. (a ... . 

3 x 

M. 

Ft. lotio. Sig. : Apply on lint. 



When the head shows much improvement, an oint¬ 
ment of corrosive sublimate will often hasten matters 
in a remarkable way. It may be made thus : 

Hyd. perchlorid. ... ... grs. ij 

Ac. salicylic.... ... ... grs. xx 

Adip. benzoat. . 3j 

M. Ft. ung. Sig.; To be well rubbed into 
affected parts. 

Many other methods have been advocated, but 
the foregoing should be enough to cure most cases 
in a few months. However, there will always be a 
certain margin that will resist treatment for years. 
When the disease has drifted into this chronic 
condition much good may often be done by 
stimulation with such applications as croton oil, 
coster’s paste, liniment of iodine, strong acetic acid, 
or blistering fluid. 

The application of iodine, it may be noted, has 
some practical value, because it stains the affected 
hairs a deep colour, and thus enables one to note 
the extent of the disease. 

Charlotte Medical Journal , February, 1897. 


Urethritis due to Bacterium Coli Commune. 

—Josipovice (‘Centralbl. f. d. Krankh. der Ham u. 
Sexualorgane,’ Bd. vii, Ht. 10, p. 663) reports two 
cases of urethritis in which he found the bacterium 
coli commune in the urethral discharge. In one 
of the cases, which he relates in detail, he was 
able to establish the identity of the micro-organism 
by cultivation. Three days after sexual inter¬ 
course the patient noted a urethral discharge 
which he believed to be gonorrhoeal. There was 
increased frequency of micturition, with burning, 
and also constitutional disturbance, with head¬ 
ache and anorexia. There was slight fever, and 
the tongue was heavily coated. The entrance to 
the urethra was oedematous and reddened. On 
pressure a drop of dirty yellow viscid pus escaped. 
On irrigating the anterior urethra and , then re¬ 
ceiving the urine in two parts in separate vessels 
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the wash water was found to contain an abundance 
of flaky pus and threads, while the urine in both 
receptacles contained no threads, but was turbid, 
and deposited a considerable sediment on standing. 
Seven and a half minims of sandal-wood oil in 
capsules were prescribed thrice daily, with rest in 
bed and a diet of milk and other bland food. 
On the second day, although the temperature 
remained high, no complication could be dis¬ 
covered. The discharge continued in abundance, 
and the increased frequency of micturition was a 
source of distress. On the third day the patient 
appeared brighter, with improved appetite and 
without fever. The discharge persisted, but it 
had lost its dirty colour and the burning in 
micturition was less. By the fifth day scarcely a 
drop of pus could be expressed from the urethra. 
The first portion of urine passed now was turbid j 
and contained threads, while the second was | 
practically clear and free from threads. The 
swelling about the orifice of the urethra having 
subsided, injections of zinc chloride (one grain to 
six drachms) were begun, and the disease soon 
came to an end. Microscopic examination of the 
secretion on the first day of observation disclosed 
the presence of bacilli coli commune but not 
gonococci. The examination was repeated on the 
following day, and with similar results. Cultiva¬ 
tion of the bacilli confirmed their identity. 

Medical Record, February 6th, 1897. 

Recent Surgery of the Stomach Abroad.— 

Angerer of Munich has performed twenty-nine 
operations on the stomach, among them pylo 
rectomy six times (three for cicatricial and three 
for cancerous stenosis). All died in three weeks 
except one, who recovered, but succumbed to a 
recurrence of the cancerous affection seventeen 
months afterwards. His twenty-three gastro¬ 
enterostomies were more successful with the 
Hacker than the Wolfler method (one recovery in 
six operations by the latter method, and nine in 
seventeen by Hacker’s). Five patients gastro- 
enterostomised for cicatricial stenosis resulted in 
two recoveries. One died from haemorrhage from 
a large ulcer in the pylorus* and two irom shock. 
The necropsy of one of the latter showed that the 
stenosis had been produced by the head of the 
pancreas, which had forced itself into the stomach 
through a.perforation in the posterior wall. The 


seventeen operated for cancerous stenosis all died 
(three in one day, four in two, one in five, and 
the rest in from nineteen days to seven and a 
half months). All the patients received liquid 
food from the very day of the operation, beside 
rectal alimentation. (‘ Presse M£d.’ from ‘ Munch, 
med. Woch./ Nos. 42 to 45, 1896.) We notice 
that Obalinsky reported at the recent Polish 
Surgical Congress that he had resected the pylorus 
and part of the colon on account of cancer, with 
complete recovery of the patient in ten days. 
Schnitzler recently performed an exploratory opera¬ 
tion on a patient (female, 35) for a tumour of 
the stomach which could be distinctly palpated, 
and had been causing great pain and vomiting of 
blood. When the stomach was exposed it was 
found in absolutely normal condition, but as he 
was inspecting it a tumour suddenly formed 
under his eyes in the pyloric region, 6 to 7 cm. 
long by 4 to 5 cm. in width, hard, and com¬ 
pletely obstructing the lumen. It was evidently a 
hysteric phenomenon or some reflex spasm from 
an ulcer or erosion of the gastric mucosa. The 
tumour was opened with a straight incision, but no 
deviation from the normal was discoverable, and 
the opening was closed with an oblique suture to 
prevent the recurrence of the muscular contrac¬ 
tions. The desired effect was attained, as the 
patient has been free from her troubles since. A 
similar “ phantom tumour ” in the abdomen is 
described in 4 II Morgagni/ No. 10, cured also by 
an exploratory laparotomy. 

Wien, klin . Rundschau , December 27, 1896. 


Vaginal Suppositories.— . 

Jfc Acetanilid ... ... gr. Ixxv 

Tannin ... ... ... gr. viij 

Extract of hyoscyamus ... gr. iv 
Sugar of milk ... ... gr. cl 


M. This is for one suppository, to be used for 
vaginal inflammation. 

(Journal de Meatcine de Paris.) 


Cardiac Diuretic.— 


Theobromine 

gr. x 

Powdered digitalis 

... gr. j 

Camphor ... 

... gr. ij 

Calomel . 

... gr. j 


S.: In a capsule. Four to be taken daily. 

v ( Therapeutic Gazette ) 
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CHLOROFORM NARCOSIS IN 
CHILDREN. 

By Dr. GUTHRIE. 

Part I. 

This paper is based on observations of children 
chloroformed at Paddington Green Hospital in 
the years 1886 to 1891 inclusive. The number 
of administrations during this period was about 
2400 ; of these the writer personally administered 
chloroform to about 1800 cases, and witnessed 
the process in the majority of the residue.. No 
deaths under chloroform have occurred at this 
institution since its foundation in 1883 up to the 
present year 1897,— that is to say, in a total of 
about 6,000 cases. 

Full notes have only been preserved of 260 
cases, the last series which occurred during the 
writer’s term of office as chloroformist. Of these 
260, twenty showed signs of danger; in fourteen 
they were perhaps slight, merely consisting in 
temporary pallor, irregularity or momentary cessa¬ 
tion of breathing, speedily relieved by the with¬ 
drawal of the anaesthetic. In six the symptoms 
were most grave, necessitating prolonged artificial 
respiration and other restorative measures ; such 
symptoms are described under the heading 
“ Chloroform Collapse and Shock.” 

In the 260 cases chloroform was administered 
on the principles advocated in this paper; thus 
even when 5 the greatest care is taken to give 
chloroform secundem artem , or so it is believed, 
dangerous symptoms will occasionally happen. 
On the other hand, in earlier days, when chloro¬ 
form was administered on the principle that 
it is “always safe for children,” such accidents 
occurred with far greater frequency. 

Children are no less liable than adults to sym¬ 
ptoms of the gravest character under chloroform, 
and these symptoms are identical with those which 
affect adults. Chloroform is generally said to be a 
safe anaesthetic for children under six years of age, 
Vol. IX. No. 22. 


and the statement usually passes unchallenged in 
the course of discussions as to the relative safety of 
anaesthetics, even by the most inveterate opponents 
of chloroform. But although actual deaths under 
chloroform in children below this age are extremely 
rare, and these when they occur are probably due 
less to the action of chloroform than to the con¬ 
dition of the child; still all chloroformists of 
children must be aware that even the youngest 
infants are frequently reduced to the point of 
death when under the influence of this anaesthetic. 
That they recover under conditions which for the 
most part prove fatal to adults, is probably due to 
the greater proportional vitality of young children 
as compared with that in adults. It is said that 
newly born puppies will recover after a far longer 
period of total submersion under water than grown 
dogs. A further reason for children’s recovery is 
the natural resiliency and elasticity of a child’s 
chest walls, which render artificial respiration easy 
and effectual. In the adult, on the other hand, it 
is often extremely difficult, if not impossible, to 
carry out this mode of resuscitation. The heart 
also in young children is far less likely than in 
adults to be enfeebled and fatty from the causes 
which produce such conditions in the latter. 
Whatever may be the view accepted as to the 
immediate action of chloroform on the heart, it 
cannot be denied that such cardiac conditions will 


both increase the tendency to collapse, under 
chloroform, and may also obviate the success of 
the methods of restoration adopted. 

The utility of discussing the dangers of ad¬ 
ministration of chloroform to children may be 
questioned, as deaths are so rare. But such 
dangers nevertheless exist, and if they can be 
averted by the knowledge of the circumstances 
under which they are likely to occur, surgeons, 
anaesthetists, and friends of child patients may be 
spared unnecessary anxiety and alarm. Obviously 
the success of an operation may be seriously 
hampered by the occurrence of even a temporary 
period of chloroform collapse. 

It is possible, also, that clinical observations on 


children at these times may have been more ac 
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curate than those made on adults under similar 
circumstances, owing to the knowledge that the 
former would be almost certainly restored to life. 
Hence this paper deals chiefly with chloroform 
narcosis in children. 

It is necessary, first of ail, to make some re¬ 
marks on the physiological action of chloroform. 
Chloroform is a general protoplasmic poison. 
Applied locally to the skin it acts as a powerful 
irritant and even vesicant if evaporation be pre¬ 
vented. When taken internally it produce!' sym¬ 
ptoms of violent irritant poisoning followed by 
effects similar to those produced by its inhalation. 
It speedily destroys the contractility and irritability 
of muscles. “Upon the nervous system chloro¬ 
form acts as a powerful solvent of protagon, the 
essential ingredient both of the nerve centres and 
of the nerves themselves.”* 

On Nerve Centres .—Richardson t speaks of epi¬ 
leptiform syncope due to excitement by chloroform 
of centres supplying the motor or contractor ele¬ 
ments of the vascular system. 

The first Glasgow Commission l regarded cardiac 
paralysis as dependent on paralysis of . the cardiac 
or respiratory centres. 

The Hyderabad Commissions § lay stress on the 
paralysing action of chloroform upon the res¬ 
piratory and vaso-motor centres. 

The second Glasgow Commission || speak of 
paralysis of the vaso-motor centres after slight 
stimulation by chloroform. 

Lawrie regards the action of chloroform as pro¬ 
ducing, primarily, depression of the vaso-motor 
centre. 

Shore and GaskelMl say that chloroform first 
stimulates and finally paralyses the respiratory 
centres; also that the vaso-motor centre is first 
stimulated and then paralysed; but the respiratory 
centre fails before the vaso-motor, and before the 
fall of blood-pressure consequent on. vaso-motor 
paralysis becomes dangerous. 

Action on the Blood .—Various degrees of dis¬ 
integration of the red blood-corpuscles under 
chloroform vapour have been observed by Harley, 


• Lauder Brunton, ‘ Therapeutics/ vol. ii, p. 79. 
t * Med, Times/ July, 1870. 
t British Medical Association, 1879. 

S 1889 and 1890. 

0 ‘ Brit. Med. fouro./ Oct., 1890. 
f ‘Brit. Med. Journ./ Nov., 1891, p. 1089. 


Ostertag, McKendrick,* Sansora, Wetticb, and 
Bottcher. 

The vapour of chloroform, also, according to 
Paul Bert,t diminishes the amount of oxygen 
arid increases the amount of CO a in the blood. 

Dr. Brunton ,l however, says, “Chloroform 
appears to lessen the oxidising power of the 
blood, though not to a very great extent; the 
diminution of this power is hardly perceptible in 
the blood of animals poisoned by chloroform, 
although distinct in blood which has been mixed 
with it.” 

It can hardly be contended that appearances 
such as those described by McKendrick, are 
analogous in their intensity to those produced 
by ordinary in halation of chloroform vapour oh 
human bemgs, yet minor degrees of the same 
condition may be sufficient to produce dangerous 
or even fatal symptoms in patients under chloro¬ 
form whose blood is already insufficiently oxy¬ 
genated by various causes. 

Given a patient whose respiratory capacity is in 


* McKendrick (‘ Brit. Med. Journ./ Dec., i860) described 
the following effects of chloroform vapour upon the pul- 


- (1) Retardation and ultimate stoppage of the circulation 
of first the capillaries, then the arterioles, and finally of the 
large pulmonary vessels. 

(a) Disappearance of the epithelial cells and their nucl^L 
(3) The capillary vessels become less distinct, or even 


disappear imm ^ 
more or less disintegrated. 

The capillaries contract to one-ninth and the arterioles 
to one-sixth of their normal calibre. This is due, he 
thinks, “either to retardation of the blood-stream and 
less forcible contraction of the ventricle, or to the local 
effect of the anaesthetic in the lung, producing greater 
resistance to the flow of blood, and so preventing the 
heart from emptying itself.” 

Cf. *lso Roy, ‘Journ. of Physiol./ 1879, vo1 * *>» P- 3 2 3 * 

Lister showed that chloroform applied directly to the 
web of a frog's foot produced immediate stasis of the 


blood. 

Attention tp the peculiar dark or cherry-#ed colour of 
the blood, and also fluidity after death, has been drawn by 
Casper (* Forensic Med./ vol. ii, New Sydenham Soc., p. 
a88), Binz(‘ Deutsche Klinik/ 1858), Pritchard(*Schmidt's 
JahfhQchpr/ 1858), and Berend. 

Casper says, “ The observations on these thus confirm 
the statement, though not the words of Velpeau, Girardin. 
Varrer, and Gruby, who stated that they found the blood 
of animals poisoned by chloroform to be arterial, even in 
the venous system, though it actually bespeaks a constant 
greater carbonisation of the blood.” 

f 4 Soc. Biol./ July 4th, 1885. 

X ‘ Therapeutics/ p. 797. 
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any way limited, or whose powers of elimination 
by means of exhalation are curtailed, and whose 
blood is already insufficiently oxygenated, it is 
plain that even a limited additional deoxidation of 
his blood through the inhalation of chloroform will 
be dangerous. So the immediate action of chloro¬ 
form upon the blood cannot be altogether ignored 
as a factor of dangerous asphyxial symptoms. 

On Respiration ,—According to Lauder Brunton, 
chloroform first slows the respiration, stimulating 
the nasal and laryngeal nerves, which then gradually 
become paralysed. The respiration again becomes 
quickened as chloroform enters the lungs, owing to. 
its stimulant effect on the terminal vagi. These 
again become gradually paralysed, and respiration 
is carried on by the respiratory centre in a somewhat 
slow and steady rhythm. If the drug be pushed 
beyond this stage the centre itself becomes para¬ 
lysed, and respirations are slower and feebler until 
they finally cease. 

On the Heart and Circulation .—As to the direct 
action of pure chloroform on the heart, according 
to the Hyderabad Commission, 180 minims intro¬ 
duced into the jugular vein in 20 minim doses during 
a period of forty-six minutes produced no other 
effect than those of ordinary inhalation. Shore 
and Gaskell found, however, that in no case was it 
possible to inject more than four doses of 2 
minims each before producing cardiac failure. At 
the same time the latter observers agree that 
chloroform, when injected slowly and in small 
quantities into the circulation, produces effects 
similar to those of inhalation. Criticising the ex¬ 
periments of the Hyderal^ad Committee, No. 92, 
they argued that most of the chloroform must have 
stayed in the vein and have only passed gradually 
into the circulation.* 

If otherwise, it is certainly difficult to realise that 
so little effect should have been produced on the 
delicate endocardium and pulmonary capillaries 
by $0 powerful an irritant as pure chloroform. 

As regards the action of chloroform vapour cm 
the heart, in order to avoid an ignoratio eltnchi it 
may be stated at once that with the exception, 
perhaps, of Lawrie, none have denied that 
chloroform has a paralysing action on the heart 
itself. The disputed point is whether this action 
is primary and capricious, or whether it is always 
secondary to failure of respiration* While it has 

* * Brit. Med. Joum./ Feb. 4th. 1893, p. S25, 


been universally allowed that chloroform mainly 
causes death by paralysing respiration, it is also 
held by many that it has a special, and some¬ 
times primary action upon the heart. The view 
that chloroform when administered by inhalation, 
has no direct actioil whatever upon the heart itself, 
but only affects it indirectly, and subsequently to > 
its paralysing effect upon the respiratory centre, 
has been held consistently by the followers of 
Syme, and the Hyderabad Commission appointed 
in 1889 and 1890 support this conclusion. On 
the other hand, the commission appointed by the 
Royal Medical and Chirurgical Society in July, 
1864, the doctrines taught by Sibson, Sansom, 
Clover, Erichsen, Richardson, and McKendrick of 
London, the experiments of MacWilliam in Glasgow, 
and of Shore and Gaskell in Cambridge, lend 
snpport to the view that the heart may be affected 
primarily by chloroform. Similar views have been 
held in France by Claude Bernard, Paul Bert, and 
more recently by Dastres,* in Germany by Schiff, 
whilst in America they may be regarded as almost 
universal. 

Snow is usually quoted in the foremost rank of 
those who hold that chloroform causes death by 
primarily paralysing the heart, yet on examining 
his actual statements, and the experiments upon 
which they were based, the distinction between his 
views and those of the Edinburgh School and of 
the Hyderabad Commission is less wide than would 
at first appear. Dr. Brunton said at the British 
Medical Association in August, 1891, We do not 
attempt to deny that chloroform will destroy the 
contractility of the heart, provided always it reaches 
the heart in sufficient concentration. If we drive 
chloroform into the trachea, or air very heavily 
laden with chloroform vapour into the lungs by 
artificial respiration, it will be absorbed in sufficient 
quantities to paralyse the heart. Our contention is 
that when chloroform is administered in the usual 
way by inhalation, it acts more readily upon the 
respiration than it does upon the heart, and that 
therefore death from chloroform inhalation is 
respiratory death, death beginning with the 
respiration, and not with the heart.” 

Snowf believed that chloroform only produces a 
paralysing effect upon the heart when administered 
in unduly concentrated doses, 8 per cent, or 10 
per cent or upwards; while, if administered in 

• * Los Anesthlsiques.' f 1 On Chloroform/ 1858. 

Digitized by v -o°§ ' 



340 The Clinical Journal.] DR. GUTHRIE—NARCOSIS IN CHILDREN, 


[March 24,1897. 


more dilute form, gradual failure of respiration 
takes place, and the heart only fails in consequence, 
as it does in cases of asphyxia, from deprivation 
of air. Fie argued that the heart, although it re¬ 
ceives chloroform vapour before the rest of the 
body, is able to bear a greater amount of this 
narcotic than the brain. “Its action continues 
even after respiration has ceased if the vapour is 
added only by a little to the blood as it passes 
through the lungs. But if the air which the 
patient breathes is too highly charged with vapour 
it is easy to understand how the sensibility of the 
nerves of the heart may be paralysed, notwith¬ 
standing their power to bear somewhat more of 
this agent than the brain and nerved of respiration.” 
He opposed the conclusions of Bickersteth,* and 
also those of the committee of the Society of 
Emulation,! which were “ that in their opinion, in 
all instances in which animals are killed by chloro¬ 
form, the action of the heart survives the respira¬ 
tion,” on the grounds that they described “ the 
mode of death which would occur if vapour of 
the strength that can be safely inhaled were de¬ 
liberately continued till the death of the patient.” 
Snow’s experiments and views, as far as they go, 
are in accord with those of the Hyderabad Com¬ 
mission, in that they show that when chloroform is 
given in this manner by inhalation, death is respi¬ 
ratory and not cardiac. He says, p. 122, “If 
animals were usually to die suddenly of paralysis 
of the heart when chloroform is • given in the 
manner similar to what may be called the ordinary 
administration to patients, we should be at a loss 
to know how this agent could be used' at all.” At 
the same time he showed that the heart could be 
paralysed and stopped by directly forcing air 
saturated with chloroform into the lurigs; and that 
when chloroform was administered in tpo con¬ 
centrated a form, the heart may fair before the 
respiration. Show’s own great skill and powers of 
observation made him ignore the possibility that 
dangerous signs of asphyxia could be overlooked, 
and that what he regarded as primary syncope due 
to an overdose could really be secondary to as¬ 
phyxia. Gn page 90 he says, “ The breathing is 
fortunately a sign which cannot be overlooked; it 
is by the breath that chloroform enters, and it is 
extremely improbable that anyone would go on 

* 4 Edinb. Montttly Journal 853, vol. xvii, p. 220. 

t ‘ Paris rUnion Mldicale,’ 1855, No. 13. 


giving the vapour after the breathing became 
stentorious and laboured.” It is possible, how¬ 
ever, that signs of deficient respiration may be 
overlooked by less competent observers than Snow, 
and that cardiac failure, really secondary to respi¬ 
ratory, may be regarded as primary syncope. The 
chief argument in favour of primary cardiac failure 
in human beings under chloroform is the fact that 
death is usually sudden. But because the heart may 
stop suddenly under chloroform it is not sufficient 
to conclude that this organ alone Was affected. 

Neither of the undeniable facts that death under 
chloroform is in the majority of cases sudden, arid 
that the most prominent of the fatal symptoms 
points to cardiac failure, proves that primary failure 
of the heart has occurred. All deaths, even in 
simple cases of mechanical asphyxia, are cardiac. 
Death under chloroform is no exception to the 
rule; the possibility that respiration has been in 
some way embarrassed before the occurrence of 
sudden cardiac failure cannot always be excluded. 
The present writer believes that in the majority of 
cases of heart failure under chldrbform, conditions 
either physiological, pathological, ’Or mechanical, 
affecting respiration, have beeii present, and that 
the apparently sudden and primary cardiat stoppage 
has been Secondary to these^ The signs of 
respiratory distress may have been extremely 
slight and of short duration, but yet the amount 
of asphyxia present has been sufficient to overtax 
an inherently weak heart already burdened by the 
action of chloroform, and to cause it to give way. 

Chloroform as an universal protoplasmic poison 
must weaken the heart after its temporary stimu¬ 
lating effect has passed away. 

The climax is reached in such cases of unrecog¬ 
nised respiratory embarrassment when a sudden 
overdose of chloroform is administered, the result 
of which is to paralyse both heart and medullary 
centres. 

At the same time in a certain proportion of 
cases, as Bickersteth (‘ Edin. Monthly Journ.,’ 
1853, vol. xvii, p. 22b) was the first to point out, 
it is probable that death or collapse may have^ 
been the result of reflex inhibition of the heart by 
shock occasioned by the surgeon’s knife during 
imperfect anaesthesia. 

These will be considered under thfc heading 
11 Shock.” 

{To be continued.) 
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LACHRYMAL OBSTRUCTION.* 

By N. C. RIDLEY, M.B-Lond., F.R.C.S.Eng., 
Ophthalmic Surgeon to Leicester Infirmary. 


Mr. President and Gentlemen. — I have 
chosen this subject for discussion at the Medical 
Society this evening, as I feel that it is one that is 
of great interest not only to those who make a 
special study of ophthalmology, but to every prac¬ 
titioner of surgery and medicine. I venture to 
say that of all the many troubles to which eyes are 
subject, it is the one that to the greatest degree 
tries the patience of both medical man and patient. 

To commence with the anatomy of the lachrymal 
apparatus. In some animals, such as the kangaroo, 
for instance, the lachrymal gland is a ring-shaped 
organ surrounding the globe and opening by 
numerous ducts into the fornices all round. In 
man, however, the gland is fully developed only 
at the upper and outer part, in the other regions 
being represented only by small rudimentary 
glands, known as the posterior tarsal glands ; while 
the ducts are only about twelve in number, opening 
in the upper fornix opposite to the gland. 

The lachrymal secretion is mostly removed by 
evaporation from the surface of the globe ; the re¬ 
mainder is collected partly by the capillary action 
of the two puncta and canaliculi situated near the 
inner canthus, and partly, according to another 
theory, is pumped into these passages by the action 
of the lids in the act of winking. From the 
canaliculi it flows into the lachrymal sac, a small 
ovoid reservoir measuring 15 mm. by 5 mm., with 
elastic walls, lined by squamous epithelium con¬ 
taining numerous mucous glands, lying in the hollow 
formed by the lachrymal bone and the nasal process 
of the superior maxilla. Below the sac com¬ 
municates with the nasal duct, which is here 
slightly constricted, the orifice being guarded by 
a fold of mucous membrane known as the valve of 
Henson. 

The nasal duct runs downwards and somewhat 
outwards and backwards for a distance of about 
20 mm. in the superior maxilla, and opens into 
the inferior meatus of the nose, just below the 
arch of the inferior turbinate bone. Its lower 
orifice opening obliquely, is also guarded by a 
* Read before the Leicester Medical Society. 


valve-like fold of mucous membrane, the valve 
of Hassner. This opening is situated 25 mm. 
above the floor of the nose, and 30 mm. behind 
the opening of the anterior nares. The duct is 
lined by columnar epithelium. By this means 
the ordinary supply of tears is carried away; but 
physiological epiphora occurs occasionally, when 
the secretion is increased in amount, either from 
emotion or other excessive stimulus of the glands. 

But it is pathological epiphora only with which 
I propose to deal, and this can be caused by 
obstruction occurring in any part of the efferent 
channels. 

Amongst predisposing causes of epiphora, errors 
of refraction may be mentioned. These produce 
hyperaemia of the conjunctiva, and though there 
may not be actual swelling and obstruction of the 
upper ends of the passages, yet the irritability of 
the surface is increased, and excessive secretion 
and epiphora result on exposure to cold or wind, 
without there being anything at fault with the 
efferent apparatus. Lachrymal trouble, too, is 
very common in cases of epicanthus owing to its 
interference with the proper apposition of the lids. 

Obstruction may be situated at one or more of 
several places : 

(1) At the orifice of the canaliculi. 

(2) In the canaliculi. 

(3) At the upper end of the nasal duct. 

(4) In the course of the nasal duct. 

(5) At the lower end of the nasal duct. 

In the simplest form of obstruction, that in which 
the tears are prevented from entering the lachrymal 
sac, epiphora and nothing more occurs. This 
condition is produced by anything which prevents 
proper contact between the puncta and the globe, 
and so is always found in conditions of ectropion 
or entropion, or in obliteration of the puncta 
or canaliculi. The latter is sometimes due to 
defective development, either one or both being 
congenitally absent; but is more frequently the 
result of chronic conjunctivitis or marginal 
blepharitis. 

In such cases, after the epiphora has continued 
for some time, the skin of the lower lids becomes 
eczematous, and more ectropion is produced. On 
the other hand, in entropion it is very often that 
the skin near the outer canthus becomes sodden 
and excoriated, and a condition analogous to that 
in fissure of the anus results, and there is increased 
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spasm of the orbicularis muscle which aggravates 
the entropion. Under these last circumstances it 
is generally necessary to divide the outer canthus, 
going completely through the innermost muscle 
fibres, in order to get relief. 

Obstruction in the canaliculi is very often the 
result of the impaction of foreign bodies, and the 
inflammation produced by their presence. These 
may be eyelashes (and this trouble is not very 
uncommon, for I have come across two cases 
within the last three months), or concretions formed 
by the growth of one of the moulds whose spores 
are nearly always present in the conjunctival sac. 
The latter may become calcareous, and are then 
known as dacryoliths. When an eyelash gets 
into the canaliculus, it is carried on by the pressure 
of the lids in winking, until the distal end reaches 
the lachrymal sac. It is seldom that it entirely 
disappears, but a tiny portion covered with mucus 
may be seen projecting from the papilla, and may 
be easily removed with a pair of forceps. If, how¬ 
ever, it be overlooked, it will cause considerable 
irritation, and eventually acute dacryo cystitis will 
ensue. 

The most frequent site of obstruction, however, 
that we meet with is below the lachrymal sac. In 
such a case the sac soon becomes filled with tears 
and even over-distended, as the action of the 
orbicularis and tensor tarsi causes variation in its 
capacity from time to time. This over-distension 
stimulates the mucous glands in its lining mem¬ 
brane to increased secretion, and after a little time 
the contents of the sac instead of consisting of 
clear fluid resemble a colourless transparent jelly. 
This condition constitutes what is known as 
mucocele. This material kept at the temperature 
of the body, as in an incubator, forms an excellent 
pabulum for the numerous micro-organisms that 
are always to be found in the conjunctival sac and 
tear passages; and we speedily find that the 
common pus-producing staphylococci have taken 
advantage of this, and that an acute purulent in¬ 
flammation has arisen. The abscess not having 
free drainage below, and that by means of the 
canaliculi not being sufficient, in time ruptures 
the wall of the sac, and extends either backwards 
into the orbit, or more usually forwards towards 
the surface, causing much pain, swelling, and oedema 
of the lids and cheek. Left to itself, it bursts 
through the skin, after having undermined it to a 


greater or less extent, and its contents are dis¬ 
charged. Relief of pain immediately follows, and 
the condition rapidly subsides, till at last nothing 
but the clear lachrymal secretion flows from the 
opening, and thus a lachrymal fistula is formed. 

One of the dangers of the continued presence 
of pus in the lachrymal sac is that any slight 
excoriation or ulceration of the cornea is liable to 
be infected, and a corneal abscess result, which 
may go on to perforation, and in all probability 
loss of the eye. Therefore, one must avoid doing 
any operation upon the globe when this condition 
exists. 

It is very rare to find orbital cellulitis result 
from purulent dacryo-cystitis, but it is evident that 
such a complication is by no means impossible. 

I have just mentioned the chief causes leading 
to obstruction at the puncta and canaliculi; that 
occurring in the nasal duct is in most cases caused 
by chronic disease of the nasal mucous membrane 
spreading upward along the lachrymal channel. The 
mischief is usually found to be at one of two places, 
either (i) at the junction of the sac with the duct, 
where the passage is naturally somewhat constricted, 
and begins to be entirely surrounded by bone ; or 
(2) at the lower opening just beneath the turbinate 
bone, which is the part first attacked by disease of 
the nasal mucous membrane. 

The epithelial lining of the duct is separated 
from the bony wall by a thick plexus of veins, and 
these rapidly become engorged at the commence¬ 
ment of the inflammatory process, and in conse¬ 
quence the lumen of the tube is very much 
diminished or entirely obliterated. Should ulcera¬ 
tion take place, a fibrous stricture will be produced 
in the process of scarring, and in this way one of 
the most intractable forms of the disease originates. 

In cases of acute rhinitis a coagulable exudation 
is sometimes produced, and this may form a com¬ 
plete cast of the nasal duct. In simple cases this 
may be washed out by means of an AneFs syringe, 
and will be found to resemble an Indian club in 
shape. In diphtheria a false membrane is formed, 
which cannot so easily be removed. 

Other causes of obstruction in this region are 
dermoid or other tumours of the orbit pressing 
upon the sac, mucous polypi of the inferior nasal 
meatus, exostosis of the superior maxilla or nasal 
bones, empyema of the antrum causing bulging of 
its inner wall, deformities of the inferior turbinate 
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bone, and necrosis of the bones of the nasal cavity, 
such, for example, as those due to syphilis, which 
lead to a sinking in of the bridge of the nose. It 
is also by no means an uncommon sequela of 
scarlatina and measles. 

The tubercle bacillus frequently finds a nidus in 
these passages, and its presence may often be 
demonstrated in cases occurring in weakly-looking 
people, where a lachrymal fistula has persistently 
broken out again, after having been repeatedly 
closed. 

From the outline I have given of the etiology of 
the affection it is evident that it may occur at any 
period of life, and as a matter of fact sometimes 
children are born suffering from lachrymal obstruc¬ 
tion. 

In treating a case of this disorder, the first fact to 
be borne in mind is that it is not a disease in 
itself, but rather a complication or sequel of some 
other trouble; and in order to effect a cure, or 
indeed any permanent improvement, it will first 
be necessary to attend to this, after temporarily 
relieving any acute condition. Consequently, a 
great number of my patients at the infirmary 
suffering from lachrymal obstruction have to be 
sooner or later sent to the nose and throat depart¬ 
ment. In the same manner entropion or ectropion, 
if present, must be attended to; but the causes of 
.these conditions, and the methods to be employed 
in each case, do not come within the limits of this 
•paper. 

Nowadays, at the first complaint of troublesome 
epiphora, we do not slit up the canaliculi and pass 
a sound as used formerly to be done, neither do 
we attempt to pass a fine probe down the undilated 
passages for diagnostic purposes. It is sufficient 
in the earlier stages of the affection to merely 
dilate the puncta, and syringe out the lachrymal 
•sac at frequent intervals with a mild antiseptic 
solution, such as lotio quin, sulph. gr. j ad. Jj, or a 
3 per cent, solution of boric acid, by means of the 
fine tube of an AnePs syringe. In dilating the punc- 
tum the conical probe must be first introduced verti¬ 
cally to the surface, owing to the direction of the 
canaliculus, which first runs in this way, and then 
turns inwards at a right angle. At the same time 
an ordinary lotion, such as a half-saturated solution 
of boric acid, is prescribed, and the patient told to 
evacuate the sac by pressure over it every time 
the eye is bathed. 


These milder measures may be successful, even 
though one may not at first be able to persuade 
any of the fluid to escape by the nose, provided 
that the catarrh of the nasal mucous membrane be 
treated, or the original cause, whatever it may be, 
be removed. One does not attempt to pass a fine 
probe before slitting the canaliculus, as, owing to 
the number of sharp bends in the passage, con¬ 
siderable damage may be done to the mucous 
membrane, and very little or no additional in¬ 
formation gained. 

If after persevering in this way for some weeks, 
the condition do not improve, or if on the other 
hand it become worse, or if an abscess already be 
formed in the sac, it will be necessary to slit up 
one of the canaliculi and pass a Bowman’s probe 
down the duct. If the oedema and swelling be 
very great, and the abscess can be distinctly felt, 
it may be impossible even to see the puncta, or 
to evert the lids. Under such circumstances it is 
best to make a small incision into the abscess, 
evacuate its contents, and wash out the cavity with 
an antiseptic fluid, such as a 1 in 200 solution of 
carbolic acid. Fomentations should then be ap¬ 
plied for a day or two until the swelling is reduced. 
Poultices should be avoided, as they only supply 
additional nutriment for the micro-organisms which 
cause the suppuration. When the swelling has 
subsided, the parts can be reached, and the opera¬ 
tion of slitting the canaliculus safely accomplished. 

The inferior canaliculus is the one generally 
chosen for incision, for the purpose of passing 
a probe down the nasal duct, because it is more 
easily got at, especially if the patient have an over¬ 
hanging brow, and also because it has a larger 
calibre than the upper. 

An advantage claimed for the upper one is that, 
when slit up, the probe in sounding passes almost 
in a straight line down the nasal duct. Another 
advantage is that, when this route is opened up, 
there is no chance of the upper part of the lachrymal 
sac becoming shut off as a small undrained abscess 
cavity, although there may be a free passage below, 
as occasionally may occur after the operation upon 
the lower one. One must be guided in one’s choice 
by the circumstances of each case. 

To perform the operation, the inferior punctum 
is dilated by means of a conical sound, the lid is 
then everted and tightly stretched, the probe point 
of a canaliculus knife is introduced, the blade being 
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held horizontally with its edge pointing upwards 
and somewhat backwards towards the globe. The 
knife is then passed straight inwards until it is felt 
to strike the lachrymal bone, when the handle is 
raised until it is vertical, and then passed dowrl- 
wards in the direction of the nasal duct, so as to 
divide any stricture that may be present. The 
object of turning the edge of the blade backwards 
is to avoid cutting the palpebral ligament, which 
is just in front of the canaliculus, and also to make 
an incision the lips of which will lie in contact 
with the globe, and have an action in collecting 
the tears similar to the capillary action of the 
punctum; and so that the incision will be wholly 
within the space enclosed on shutting the lids, and 
allow the tears to be driven into it in the act of 
nictitation. 

I have had a knife made by Messrs. Down Bros, 
for the purpose of slitting the canaliculus which in 
some respects has advantages over Weber’s knife. 



It has a very short and not very sharp probe ex¬ 
tending beyond the blade in a straight line with 
the back. In this latter respect it resembles 
Tweedy’s modification of Weber’s knife, the latter 
having the probe point bent towards the edge of 
the blade. The probe point of my knife is fine 
enough to enter the punctum without previous 
dilatation, and not sharp nor prominent enough 
to endanger the mucous membrane when carefully 
used. The fore part of the blade of my knife too 
is sharp, so it can be used with greater precision 
than the other instruments. 

After the knife has been withdrawn, a full-sized 
Bowman’s conical probe is passed down the duct, 
and after that the passage is syringed through 
with a solution of quinine or boric acid. 

For this operation in many cases it will be suffi¬ 
cient to inject a few drops of a 2 per cent, solution 
of cocaine into the lachrymal sac, but as this by 
no means makes the proceeding entirely painless 
it will be best to administer a general anaesthetic 
in the case of children or nervous adults. The 
process of passing the probe must be repeated on 
the following day, or it will be found that the 
edges of the incision will have reunited. 

Of the accidents that may happen, the chief 
are the making of false passages, and the tearing 


of the mucous membrane lining the canal. The 
first is very likely to occur if the knife-point be 
not pushed inwards until it reaches the bony inner 
wall of the sac. On raising the handle in such a 
case, the point will be felt to slip backwards or out¬ 
wards along the floor of the orbit, or forwards in 
front of the superior maxilla. The second can be 
avoided by exercising proper care in the use of the 
knife. 

Should one of these accidents happen, it will 
be well either to abstain altogether from syringing 
on this occasion, or only to do so very gently; 
otherwise the fluid may be injected into the 
cellular tissue, and may cause a painful inflam¬ 
matory oedema. I have on two occasions also 
seen surgical emphysema of the eyelids occur when 
a patient has blown his nose soon after this opera¬ 
tion had been performed. This, however, is not a 
very serious matter, and will subside in twenty-four 
hours or so if left alone. 

It will be necessary for the patient to attend at 
first twice a week for the purpose of having the 
probes passed, and to have the passages thoroughly 
washed out with the syringe. Afterwards the 
intervals may be gradually prolonged, until after 
about six months or so the procedure may perhaps 
be entirely discontinued. 

In cases where the patient resides at too great 
a distance to attend regularly, a leaden style, 
hooked at its upper end, may be left in the duct, 
and only removed once a month or so, the tears 
finding their way alongside of it. Its use, how¬ 
ever, should be avoided if possible, as it may cause 
ulceration of the mucous membrane, only to be 
followed by a more troublesome stricture than 
ever after removal. 

As I have before said, it is only in the more 
severe cases that one proceeds to the operation of 
slitting the canaliculus, and so one does not so 
frequently as formerly meet with cases that are 
cured by one or two probings. Probably these 
latter would have done equally well by simple 
syringing, and there would have been no need of 
mutilating the lachrymal apparatus at all. I have 
on one or two occasions had good results from this 
method, even when there had already been pus in 
the lachrymal sac for a short time. 

When the obstruction is due to bony projections 
there is necessarily a good deal of trouble, and the 
above method of dilatation by means of sounds is 
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not applicable. In one case of mine in which a 
bony protuberance could be felt halfway down the 
duct, and in which only a small sound would pass, 
Dr. Bennett suggested that electrolysis might be 
of service, but I have not yet had an opportunity 
of trying it. 

Rodent ulcer, lupus, Hunterian chancres, gum- 
mata, and scars from burns or wounds may cause 
trouble at the inner canthus, but no definite lines 
of treatment can be laid down for these. That of 
each case must be undertaken secundum artem. 

Extirpation of the lachrymal sac is an operation 
that is sometimes practised in very old-standing 
and intractable cases. For this purpose a vertical 
incision is made over the sac, and all of its mucous 
membrane carefully dissected out. By this means 
permanent closure of the sac and upper part of 
the tube by scar tissue results; but the patient, 
though relieved of the constant inflammation and 
suppuration, will always be more or less troubled 
by epiphora. As a proof that the present method 
of treatment is not universally considered to be 
satisfactory, is the fact that one frequently hears of 
people who have preferred to endure the constant 
difficulty .and trouble for years rather than submit 
to the somewhat painful and tedious procedure 
required. Perhaps pecuniary considerations have 
some influence, and I only wish that every medical 
man would include a set of Bowman’s probes, and 
an AnePs syringe in his armamentarium, so that 
his patient need not so frequently be alienated 
from him and put to additional expense. 

There is only one moral to be deduced from 
this paper, and that is, get hold of the cases in 
good time, and do not neglect them in the early 
stages ;—unless to this I may add, keep your eye 
on the nose. 


Intestinal Fermentation with Constipa¬ 
tion. 


Ext. aloes ... 


... gr. vj. 

Pulv. rhei ... 

... 

... gr. vj 

Benzosol ... 

... 

... gr. ix. 

Ext. hyoscyami 

. »• 

... gr. vj. 


Misce et ft. caps. No. xii. S. : One after meals. 
Thomas Hunt Stuckey, American Therapist . 


A Case Illustrating the Value 

OF 

THE SERUM DIAGNOSIS OF 
TYPHOID FEVER. 

By G. BERTRAM HUNT, M.B., B.S., 

Resident Medical Officer University College Hospital. 


A great number of cases have now been published 
in which the serum reaction has been obtained in 
typical cases of typhoid fever. The results arrived 
at by different observers working in several 
countries have almost universally shown the value 
of the reaction ; nearly every reporter stating that 
he has been able to obtain the reaction from 
the fourth to the fifth day of the disease, or even 
as early as the second, up to several months after 
convalescence. At the same time the reaction 
does not occur in other diseases, whether or not 
they are attended by pyrexia. Very few cases, 
however, have yet been recorded in which the dia¬ 
gnosis has been made by the reaction, in which it 
could not have been made clinically; and the 
following case seems of interest from this point of 
view. 

A boy, set 17, attended University College 
Hospital on February 4th, 1897, complaining of 
lassitude and weakness of both legs. The history 
was that on January 6th he was taken ill with 
pains in the eyes and back; but managed to get 
about his work for a week, and then was obliged 
to take to his bed on account of the weakness. He 
was laid up for fourteen days, and the doctor who 
then attended him has kindly informed us that he 
had some fever, but no other symptoms, and was 
treated as a case of influenza. After this illness 
he still felt very feeble, so he attended as an out¬ 
patient on February 4th, and was admitted under 
Dr. Poore, who has kindly allowed me to publish 
the case. On admission he was pale, feeble, the 
tongue was slightly furred but moist, the abdomen 
quite flaccid, and without the slightest distension; 
no spots. The tip of the spleen could be felt. 
Bowels constipated ; normal stool brought away by 
enema. The temperature for the first three days 
after admissiou was quite normal. From the 
clinical examination and from the history it is 
evident that no diagnosis could be made; but as 
enteric fever was suggested by the slight enlarge¬ 
ment of the spleen, I examined the blood for 
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Widal's serum reaction. This was present in a 
marked degree, the bacilli being motionless and 
clumped together within three minutes ; the bacilli 
in the control experiment with normal blood re¬ 
taining their mobility well for twelve hours. 
Principally on this reaction I then made the dia¬ 
gnosis that the patient was recovering from an 
attack of typhoid fever, which had commenced a 
month ago, and was then considered to be in¬ 
fluenza. This diagnosis was soon amply verified. 
In the first place, on questioning the mother again 
she informed us, as she had not previously done, 
that the boy's sister had been taken ill one week 
after he was, and was then in another hospital with 
typhoid fever. Next, on the tenth day after 
admission, the temperature meanwhile remaining 
normal except for one isolated rise to ioi°, diar¬ 
rhoea set in, the stools containing some sloughs, 
shreds of mucus, and a little blood. The sloughs 
were kindly examined by Dr. Curtis by Eisner’s 
method, and found to contain typical growths of 
typhoid bacilli. They continued in the motions 
in a quite unusual amount, till on the fifteenth day 
after admission,—and on the twenty-fourth day after 
recovery from the first attack,—the temperature 
began to rise in a staircase fashion, and the 
patient had an absolutely typical but mild relapse 
of typhoid fever, with dry furred tongue, distended 
abdomen, and characteristic spots. 

There can evidently be no doubt as to the 
correctness of the diagnosis; and that the attack 
which occurred in the hospital was a relapse and 
not the original fever, is shown by the facts that 
the reaction was given a fortnight before, and the 
sloughs appeared six days before the temperature 
began to rise. 

Without the reaction, when the case was first 
admitted, one could hardly have made a correct 
diagngsis, and there is no doubt that the relapse 
would have been much more severe if the patient 
had not been treated strictly as typhoid from the 
first; especially as there was evidently an unusually 
large amount of intestinal ulceration, as shown 
by the later appearance of the large quantity of 
sloughs. 

The mode of obtaining the reaction which we 
have found most convenient is the following :—A 
stock cultivation of typhoid bacilli on a glycerine- 
agar tube is kept, and requires renewing about 
once a month. On the day before the examination 


an inoculation is made from it into a broth tube, 
so that the bacilli actually used are young and 
vigorous. A drop of blood is drawn from the 
cleansed finger-tip and received on a glass slide 
and there allowed to dry, and on which it can be 
kept for some time, and iF necessary sent by post 
for further examination. The blood is then 
moistened with a drop of the broth culture re¬ 
moved by a sterilised wire, and may be slightly 
diluted with distilled wateh A drop of the 
mixture of blood and culttfre is placed on a 
cover-slip and inverted over a hollow glass slide, 
the edges of the cell being smeared with vaseline 
to prevent drying. The hanging drop is then 
immediately examined; and if the reaction occurs 
the bacilli will be found to be nearly motionless 
and aggregated together in small clusters. This 
takes place in from one to five minutes from the 
time of adding the culture to the blood in an 
ordinary case of acute typhoid. If the blood is 
examined during convalescence it will take some¬ 
what longer for the reaction to occur. In every 
case some normal blood should be examined in 
the same way as a control, in order to be sure that 
the culture used was quite active—in which case 
the bacilli will be seen to be actively moving about 
and causing the blood-corpuscles to oscillate, the 
mobility being retained from twelve to twenty-four 
hours. 

No special apparatus is required; and owing to 
the refractility of the unstained bacilli their move¬ 
ment can be easily seen with one-sixth or one-eighth 
objective. With a little practice the examination 
could be easily and quickly done by the general 
practitioner who can obtain a recent broth culture 
from one of the public laboratories or associations. 
The reaction seems so reliable that it should not 
be omitted in any case in which typhoid fever is 
suspected, but in which no certain diagnosis can 
be made by clinical examination alone; such 
cases being extremely common, and most important 
from the point of view of disinfection and treat¬ 
ment. 


4 parts. 


Erysipelas.— 
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To be applied hourly for four or five times. 
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DEMONSTRATION OF GASES 

At the North-West London Clinical Society, held at the 
North-Western London Hospital, February 17th, 1897; 

Dr. WALTER SMITH in the Chair. 


A Case of Nephrolithotomy. 

Dr. W. J. Collins showed a youth set. 19, on whom 
he had successfully performed nephrolithotomy. 
The patient was in the Temperance Hospital on 
October 28th, 1896, and when two years old be 
appeared to have been treated at the Children’s 
Hospital, Great Ormond Street, for stone in the 
bladder. Five weeks prior to his admission at 
the former hospital he complained of pain in 
the right abdomen and loin. He had no 
difficulty in passing water, and nothing abnormal 
was found about the bladder. There was no ab¬ 
dominal tenderness, and the kidneys were not 
obviously palpable. The urine was acid, contained 
no albumen and no blood, but a good deal of pus. 
There was no complaint of haematuria at any time. 
It was reported that at the Children’s Hospital a 
calculus was removed weighing 108 grains. The 
Rontgen rays gave a negative result. He (Dr. 
Collins) sent the stone to Mr. Coxeter, who said 
he found it opaque to the rays; although it 
was difficult to get the right exposure, success 
has been obtained in recent cases. At the 
operation the usual lumbar incision was made, and 
he was able with his finger to detect a calculus, 
which he verified by puncturing with a needle. 
He made a sufficient opening, and plugged the 
wound with his finger, when he found that the 
calculus was more or less branched, and he had 
to break off one or two pieces which extended into 
the calices. The calculus formed more or less a 
cast of the ureter. His assistant pushed the 
kidney well up, which was a point of importance. 
The recovery of the patient was fairly uninterrupted. 
The day following operation the boy, for the first 
time in his history, had haematuria, but at the end 
of three weeks the whole discharge had stopped, 
and no urine came through the wound, which was 
not sewn up in any way; merely a large drainage- 
tube inserted, and the wound plugged with iodoform 
gauze. A certain amount of pus continued in the 
urine while the patient remained in hospital. The 
lad was now at work, was gaining in weight, and 


the pain he formerly experienced had quite dis¬ 
appeared. The only symptoms in the diagnosis of 
this case were the pain in the right loin, with pus 
in acid urine. He had brought the patient to 
show that there was no discharge, and that the 
wound had healed leaving no sinus, which did not 
always happen in these cases. 

Mr. Jackson Clarke wanted to know whether 
there was much haemorrhage from the kidney at 
the operation, and whether there was much leakage 
from the wound after the operation. 

Mr. Durham said the case appeared to have 
eventuated very successfully, especially in view of 
the few symptoms on which a diagnosis was based. 
In his own experience it was the exception to have 
no blood in the urine in ca«6s of renal calculus. 
Of course, the history of calculus in the bladder at 
the age of years was a very good help towards 
a diagnosis. 

Dr. Clayton said he would like to ask whether, 
in these cases of stone in the kidney where there 
was no palpable enlargement of the kidney, it was 
not safer to open the abdomen in the middle line 
to make sure of the diagnosis as to locality. He 
believed it to be a fact that in some such cases 
the pain was referred to the side opposite to that 
affected. Pain was evidently the only symptom 
by which the lesion was localised in this case, and 
it would have been very unfortunate if the incision 
had been made on the wrong side. 

Dr. Collins, in reply to Mr. Jackson Clarke, 
said there was not much haemorrhage from the 
kidney, as he had merely snicked the capsule with 
his scalpel, and the rest was done with the finger, 
plugging as he went. There was no troublesome 
bleeding. As to the urine, he directed that the 
wound was to be dressed twice in twenty-four 
hours, and the margins of the wound were greased 
with eucalyptus vaseline, which prevented irritation 
of the skin. He thought it wise to make frequent 
dressings. Replying to Dr. Clayton, it was true 
there was practically nothing to localise by except 
the subjective symptom; but, as Mr. Durham had 
very properly pointed out, the boy had manufac¬ 
tured a stone in the past, which, even in the 
absence of haematuria, was valuable evidence to go 
upon, especially when taken with the constant 
wearing pain in the right loin. In doubtful cases 
he thought it was preferable to make an exploratory 
lumbar incision, and even pass a needle into the 
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kidney, rather than opening the abdomen in the 
mid'line. If the method he mentioned failed, the 
other side could be opened on a future occasion. 

Hallux Rigidus. 

Mr. Mayo Collier said he had brought for the 
inspection of members a case illustrative of a some¬ 
what rare affection—hallux rigidus. The most 
marked symptom was a stiff and painful great toe- 
joint, and the affection might be either symmetrical 
or one-sided. Usually if one fide was affected, the 
other became involved shortly after. The subjects 
of this condition were usually ^oung persons below 
twenty-one years of age, and, as he had pointed out 
elsewhere, they were usually the subjects con¬ 
currently of flat-foot. They also had a lax 
vascular system and a lowered state of nutrition. 
The phalanx was flexed on the metatarsal bone, the 
metatarsal was flexed on the tarsal, and the phalanx 
was adducted to the mid-line. The metatarsal 
bone was flexed on the tarsus to relieve the pres¬ 
sure on the under aspect of the head of the 
metatarsal bone His attention was first drawn to 
these cases some years ago by a case in the hospital 
in which he had the benefit of the experience of 
Mr. Durham. At that time, following precedent 
and the lessons given in the text-books, he mani¬ 
pulated the joint under ether, and then placed the 
part in plaster of Paris. This failing after six weeks’ 
of treatment, all the tendons around the joint were 
•divided, but six weeks of this gave equally unsatis¬ 
factory results. He then determined to cut into 
the joint and examine it. He did so, and found 
the under aspect of the head of the metatarsal bone, 
where the sesamoid bones were wont to rub and 
move, was completely absorbed/ and surrounding 
the points there was invasion of granulation tissue. 
The upper aspect of the sesamoid bones was com¬ 
pletely denuded, and there was evidently caries of 
both aspects. He showed specimens- illustrating 
three stages of the condition. In the first speci¬ 
men the cartilage had commenced to be eroded, 
and .where there should be elevations there are 
depressions ; the cartilage at points denuding the 
subjacent bone had entirely disappeared. In the 
second specimen, where there ought to be two 
elevations at the head of the metatarsal bone, 
there were two distinct depressions. In the 
third the cartilage had entirely disappeared, 
and there were two large depressions in the 


bone, and there was a large amount of new bone. 
The symptoms were impaired locomotion; in 
the morning the foot was fairly well, but towards 
evening it became stiff and painful. The patient 
hobbled along on the outside of the foot Pressure 
upwards caused acute pain, but pain was not 
caused by pressure in any other direction. He 
had been fortunate enough to have twelve cases of 
the kind in that hospital. He was rather sceptical 
about the probable result of his first operation for 
this condition, but removal of the head of the 
metatarsal bone did not produce any impairment in 
the use of the foot, the patient walking about as if 
there had been no operation, and with complete 
ease and comfort. 

Mr. Jackson Clarke said what had struck him 
about the cases he had seen was a peculiar crease 
in the patient’s boot,. going obliquely from the 
joint affected. In the present case the crease 
stopped short at the outer side of the big toe, 
because the boy had to twist on the outer side of 
his foot. Flat-foot was also present in the case 
before them, and he had looked at some cases in 
the mortuary for comparison. There was a vary¬ 
ing degree of flat-foot in association with hallux 
rigidus. He quite agreed that, in advanced cases* 
treatment by manipulation was of little or no use. 
The results in Mr. Collier’s cases had been all 
that could be desired. But if only cases could be 
seen in an early stage, preventive measures, such 
as proper exercises and the use of apparatus, could 
be employed with much advantage. 

Dr. Guthrie said Mr. Collier’s case did not fall 
into the same category as those he himself de- 
cribed in the Lancet some years ago. In his own 
case the condition affected other toes rather than 
the great toe, and he imagined the condition was 
produced in the following way :—From the habit 
of wearing boots which were too pointed* with 
high heels, the toes jammed together and formed 
a cone in front; the joints of the second and third 
phalanges became compressed, with the result that 
the head of the second phalanx pressed upon the 
nerves and caused very severe pain. The pain in 
his own case was produced in that way, because 
he found that when he had the pain he could stop 
it by treading on the fore-part of his boot and 
drawing the heel back. When he removed the boot 
without pressing on his toes in that way, he found 
that the painful phalanx was dislocated. He was 
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inclined to agree with Mr. Jackson Clarke’s ex¬ 
planation of the occurrence in Mr. Collier’s cases. 
He congratulated Mr. Collier on the success of his 
operations, but in the cases he (Dr. Guthrie) had 
referred to such a procedure was not necessary. 

Mr. Turner said he would like to know whether 
there were any microscopic sections to demonstrate 
the caries which Mr. Collier spoke of; also whether 
any cause for the condition had been found in the 
joints themselves. 

Mr. Collier, in reply, said he attributed the 
condition entirely to the dislocation and to the 
consequent rearrangement of pressure between 
the surfaces, which surfaces could not stand ir, 
and became irritated. The whole disease was 
caused by mal-arrangement due to flat-foot, and 
it was well known that a flat foot was a long foot. 
He had found no other treatment efficacious in 
these cases, and he knew seven of the subjects on 
whom he had operated were now walking about as 
well as he did himself. 

In reply to Mr. Turner, he said he had no 
microscopical sections to show the pathology of 
the disease,-^-indeed, they seemed hardly requisite. 

Intense Double Optic Neuritis, with Loss 
of Vision. 

Dr. Collins narrated the following case:—A 
coachman aet. 28 was brought under his notice 
at the Royal Eye Hospital, Southwark. It was 
stated to be a case of blindness without ocular change 
or any other symptom. But it was really a case 
of blindness with intense double optic neuritis, but 
without any intra-cranial symptoms whatever. He 
was admitted to the hospital mentioned on October 
14th, 1896, when the vision was said to have been 
failing eight or ten weeks. The left eye had failed 


of vision. The symmetrical nature of the lesion 
raised the question whether there was some cause 
acting on the ends of both optic nerves. Dr. 
Gowers kindly saw the case with Dr. Collins on 
November 20th last, and he then thought it was 
due to extra-cranial causes, comparing it with a 
case published in his * Medical. Ophthalmoscopy,’ 
the cause of which was attributed to a toxaemia 
acting symmetrically upon the ends of both optic 
nerves. Mr. Marcus Gunn also saw the case, and 
his view was that the cause was intra-cranial, which 
was Dr. Collins’s own view, namely, that it was 
an intra-cranial tumour pressing upon the optic 
commissure, but not invading any portion of the 
cerebral cortex. There was no history of syphilis, 
and no symptom except blindness. The patient 
died rather suddenly on December 7th. At 
first he (Dr. Collins) was informed that a post¬ 
mortem had been made, and a cerebral tumour 
had been foundj but that turned out to be an 
incorrect report Dr. Groom, of Surbiton, wrote 
that he remembered the case, as he sent the 
patient to Moorfields in the preceding July. 
He was then nearly blind in the left eye, with 
commencing neuro-retinitis of the right eye. 
The history was that he had been partly blind 
nearly a month. On August 7th he had been led • 
to a place one and a half miles from home, where 
he had tea, and seemed as usual. He started to 
walk home at four o’clock, but when he h^d gone 
about 200 yards he staggered to the sid£ of the 
road, and could neither speak nor walk. He was 
accordingly taken back in a Bath chair. He 
became completely unconscious, and could not be 
roused ; his breathing was stertorous, and the pupils 
insensitive to light. Dr. Groom saw him again at 
eleven the next morning, when he was perspiring 


first, and the right later. He complained of slight 
headache. In pre*ophthalraoscopic days the case 
would have been termed one of amaurosis. He 
passed round for inspection a drawing of the right 
fundus, the left showing a similar condition. There 
was great dilatation, the retinal veins were very 
tortuous, and there was a choked disc, with very 
considerable effusion. There was no paralysis, no 
spasm, and no ocular palsy, and the case was 
uniqtie in his experience. The amount of optic 
neuritis was not incompatible with considerable 
vision; he had seen many cases with intense optic 
neuritis who had very little less than normal acuity 


profusely, had Cheyne-Stokes respiration, the pupils 
were in the same condition, and he died at four 
p.m. on that day. 

Dr. Harry Campbell said the case was a very 
interesting one, but he would be inclined to dissent 
from the view that there was organic intra-cranial 
mischief in the case; there was a complete absence 
of pain, vomiting, and other classical signs of 
tumour. Of course there might have ;been some 
very localised meningitis, but it was reasonable to 
suppose that even that would have'given rise to 
some other symptoms. He might mention a case 


at that time under observation which was remotely 
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related to the one under discussion. It was that 
of a young fellow with hemianopia, who had 
recently had syphilis, and his (Dr. Campbell's) 
view was that the condition was due to syphilitic 
thrombosis; but the hemianopia was the only 
symptom, and the patient felt well in all other 
respects. He would like to hear Dr. Collins's 
view as to the prognosis of such cases. At pre¬ 
sent i-drachm doses of iodide of potassium were 
given three times daily, and seemed to have improved 
the general health. 

Dr. Guthrie said he had listened with great 
interest to the narration of Dr. Collins's case to hear 
the result of the post-mortem examination, and 
need hardly say he was disappointed. He had at 
that time a case under his care which resembled 
Dr. Collins's. It was a woman, set. about 50, Who 
was sent by Dr, Rayner Batten to the Regent's 
Park Hospital for paralysis, suffering from failure 
of sight. She was found to have very complete 
white atrophy of both discs, and her vision 
was much diminished. Her other symptom wal 
polyuria, the water being of low specific gravity. 
She also complained somewhat of headache. 
She had no paralysis, and the only conclusion he 
had come to was that she had a tumour pressing 
• somewhere in the neighbourhood of the optic 
commissure; possibly there was a tumour on the 
pituitary body, because a tumour in that region 
might produce the symptoms which had been 
observed. 

Dr. Clayton asked whether the urine was 
thoroughly examined, and whether there was any 
evidence of anemia as a possible cause of the 
neuritis in Dr. Collins's case. 

Dr. Long asked whether there was any history 
of injury, or of any cardiac affection. 

Dr. Collins, in reply to Dr. Campbell, said a 
case of hemianopia differed essentially from one 
of bilateral and symmetrical blindness, because the 
very fact of it being hemianopia at once suggested 
a localisation intra^cranially in some part of the 
optic tract between the collection of the temporal 
and nasa| half of the retinal fibres on the two 
sides. Possibly Dr. Campbell's case was one of 
syphilitic thrombosis. Dr. Guthrie’s case he 
thought might be one of sclerosis of the ends of 
some of the sensory nerves, such as the optic 
nerve; or it might be the first symptom of a con¬ 
dition which might eventuate in locomotor ataxy, 


notwithstanding there were as yet no symptoms of 
it. In reply to Dr. Clayton, Dr. Collins said the 
urine was examined about a dozen times, and had 
an average specific gravity of 1035; was acid, 
clear, and did not contain either albumen or sugar. 
Dr. Collins’s answer to Dr. Long was fhet there 
was no histor y of any injury to the head, and both 
Dr. Gowers and he had listened carefully to the 
heart, and agreed as to the absence of valvular 
disease. 

Rapidly growing Epithelioma of the 
Larynx. 

Mr. Mayo Collier presented a man aged 
about 55, the subject of a rapidly growing epithe¬ 
lioma of the larynx. The chief interest consisted 
in the extreme malignancy of the tumour. On 
January 1st he complained of pain and cough, and 
on the upper aspect of the right vocal cord was 
seen a patch not larger than a split pea, which was 
covered by a creamy-looking deposit. The opinion 
*mpng his colleagues was that it wys probably a 
case of diphtheria, and precautions *pd treatment 
were adopted accordingly. There was no rise of 
temperature, nor much tenderness at the part, and 
so he preferred to go home. In a week the patch 
had spread, and the redness and congestion had in¬ 
creased, and it had gone on progressing until 
now it was the size of half a walnut, and the whole 
upper aspect of the larynx, limited below by’ the 
cord and above by the epiglottidean fold, was 
ihvaded by the malignant growth. No glands 
were involved. The patient was under Mr ■ 
Collier's care six years ago for laryngeal catarrh. 
It was not a promising case. 


NOTES. 


Operation for HamorrholdB.— Vaux (‘The 
Canadian Practitioner,' December, 1896), resident 
assistant of Mt. Sinai Hospital, New York,' des¬ 
cribes the routine treatment in that institution a$ 
follows: 

On admission the patient is given a bath, and 
if haemorrhoids are strangulated an ice-bag is 
applied to anus; should they be merely smarting 
and inflamed, a wet Thiersch dressing- is applied. 
The night preceding operation the patient is given 

Digitized by Google 




The Cljnioal Journal.] 


NOTES. 


[March 24,1897. 351 


a half-ounce of compound liquorice powder, and at 
5 a.m. a high enema, followed by a low one at 
7 a.m.; if necessary these are repeated, the test 
being that the fluid comes away absolutely clear. 
No food is given on the day of operation. The 
perinaeum is shaved in the ward, but the scrubbing- 
up of the patient is in the operating room. When 
the patient is anaesthetised, the first assistant dilates 
the sphincter and thoroughly cleans the rectum 
with soap and water by means of a sponge and 
holder, and then it is irrigated; the perinaeum and 
thigh are scrubbed with soap and water, followed 
by ether and bichloride of mercury; wet bichlo¬ 
ride towels are laid over the pubes and around the 
field of operation. Absolute antiseptic precautions 
are observed, the preparation, of hands being the 
usual form for operations, and all instruments most 
carefully sterilised. There is no tolerance in Mt. 
Sinai for the idea that because the rectum is dirty, 
therefore hands and instruments may be dirty 
too; as a consequence, sloughing or pyaemia is 
almost unknown. A good-sijed sponge with string 
attached is wrung out of bichloride, and introduced 
high into the rectum, and the assistant, grasping 
the string, makes sufficient traction to protrude 
the internal piles. 

The technique of the operation may be sum¬ 
marised under three headings : 

1. Apply the clamp in the long axis of the 
haemorrhoid so that the scar may be a radiating 
one, and thus avoid any chance of cicatricial 
stenosis. 

2. Dip the distal end of the clamp well down, 
so as to include the raucpus membrane of the 
haemorrhoid in its entire length,. though only 
clamping off about one third of its substance. Be 
sure that no skin is included, otherwise the 
subsequent oedema will be very great and time 
of recovery lengthened. 

3. Sear the haemorrhoid slowly from above 
downward, layer by layer, the cautery being only 
at a dull red heat. By observing these precau¬ 
tions any subsequent haemorrhage is avoided. 

4. Insert a tampon cannula as described below, 
which must not be removed till expelled by the 
first stool. 

When the ansesAesia wears off the pain will be 
intense, and opiates must be given. At 5 a.m. on 
the morning of the third day a halF-ounce of 
magnesium sulphate is given, and at 7 a.m. an oil 


enema is administered through the tampon cannula; 
this is important, as it saves much pain when the 
tampon is expelled. The enema being expelled 
brings the cannula with it, and the first stool is 
comparatively painless. On each succeeding 
morning a half-ounce of magnesium sulphate is 
given, and on the fifth day the oedema will have 
disappeared in great part, and by the eighth day 
patient is ready to go. No dressing save a piece 
of iodoform gauze and a T hinder is used. In 
a ligature operation the bowels are moved on the 
fourth day, and in a Whitehead on the fifth. 

The tampon cannula mentioned above is made 
by taking a piece of half-inch rubber tubing, 
sterilising it, and wrapping around it several layers 
of iodoform gauze; it is then anointed with 
sterilised vaseline, and after the operation is 
inserted in the rectum. The tampon cannula 
serves a double purpose. It allows the escape of 
secretions and flatus, so that all danger of retained 
haemorrhage is avoided; and also allows the 
primary enemas to be given without much pain. 

. In conclusion, he reviews the advantages of the 
cl^mp and cautery. It is antiseptic; not only can 
the clamp be readily sterilised, but the cautery 
itself i* the most powerful germicide; there are 
no sloughs to separate, as in the ligature opera¬ 
tion ; there are .no ligatures or sutures to offer any 
chance for infection ; it is a radical cure; the 
operation is a rapid one; the time of convales¬ 
cence can be definitely fixed—the eighth day. 
The operation, which was formerly but little 
employed, is now in high favour in the New York 
hospitals. The record of haemorrhage, py»mia, 
or death is almost negative. In 500 cases 
operated upon in Mt. Sinai by the above 
method, there has not been a single death. One 
case of pyaemia from which the patient recovered 
is recorded, and a few slight haemorrhage!; and, 
so far as can be ascertained, there have been no 
recurrences. 

The Therapeutic Gazette , February, 1897# 


Serum Therapy of Meaales.— Weisbecker 

(‘Zeitschr. fiir kiin. Median./ 1896, xxx, $ and 4) 
says that it would be advantageous to disregard the 
artificial immunisation of animals in those infectious 
diseases whose specific cause has not yet been 
determined, and to employ the serum pf such 
persons who have been immunised by pature 
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herself. Particularly suitable for this method of 
obtaining serum are those diseases which are 
known to confer immunity, e . g . measles. He has 
actually made use of the serum of convalescents 
from measles. The first case was that of a child 
nine months old, whose brothers and sisters were 
taken with measles, and who already showed 
prodromal symptoms. It was injected with io grm. 
of the serum of measles, which, although not 
pieventing the disease, influenced it to such an 
extent that the eruption was confined to certain 
parts. Four cases of pneumonia during measles 
were also treated with the serum. Two of the 
patients received each io grm., and the other two 
12 and 18 grm. respectively. In each of these 
four cases the pneumonia resolved in the course of 
a few days. Very remarkable was the rapid cessa¬ 
tion of the fever in two of the cases, which occurred 
after six hours in one case and twenty-four hours 
in the other. The objection that the reduction of 
the fever would also have occurred just so rapidly 
without the serum is not tenable, as the pneumonias 
of measles do not run a typical course, and do not 
recover with a crisis. In one of the cases resolution 
appeared already in the beginning of the pneu¬ 
monia after the serum injection, which occurrence 
is not to be expected in the natural course of a 
pneumonia in measles. He is.of the opinion that 
good results can be obtained in scarlet fever, 
typhoid fever, and influenza by the use of the 
serum of convalescing patients. 

Pediatrics , March ist, 1897. 


Traumatisms of the LiYer.— Terrier and 
Auvray contribute an important article to the 
‘Revue de Chir.,’ No. 10, reviewing the various 
forms of traumatism that can happen to the liver 
and the surgical cases on record. These show a 
mortality of fourteen in forty-five cases (stabs and 
cuts, twenty with five deaths; gunshot wounds, 
fourteen with four deaths; contusions, eleven with 
five deaths), They remark that earlier operating 
might have saved some of the cafces, by combating 
haemorrhage and preventing load end general 
infection. In regard to the opeaation they recom¬ 
mend a large median incision with resection of ribs 
if necessary, combined with a transpleural opening 
if there is reason to suspect injury to the diaphragm. 


This allows the liver to be completely inspected, 
especially on its convex side, and the hilus, as well 
as the other abdominal organs. To arrest the 
flow of blood the results of the operations already 
reported and of the writer’s experimental research 
proclaim the advantages of a deep, wide-embracing 
suture of the liver parenchyma with unpointed 
needles and thick silk, with ligature of the vessels, 
of course, when possible. If this is impossible on 
account of the depth of the wound or friability of 
the tissues, gauze tampons for two to four days 
with thermo-cauterisation. Projectiles and foreign 
bodies should only be removed when this can be 
accomplished without further injury to the organ; 
Gauze tampons with drainage also seems the best 
treatment in cases where portions of .the liver have 
been crushed. The abdomen and pleural cavity 
must be carefully cleansed of all blood, bile, and 
secretions with gauzC pads.— Journ. of the Amer. 
Med\ Assoc ., March 6th, 1897. 


The Pathology of the Diarrhoeal Disorder* 
of Childhood. —Baginsky (‘ Berliner klinische 
Wochenschrift,’ January nth, 1897, p. 22) ex¬ 
presses himself of the opinion that the diarrhoeal 
disorders of childhood occurring in conjunction 
with elevated summer temperature, appear first as 
functional (chemic) disturbances, and subsequently 
as profound organic lesions of the intestinal wall. 
For the development of these conditions the 
ordinary saprophytic bacteria of the intestinal 
contents and not specific bacteria must be held 
responsible. The active organisms cause injury 
to the intestinal wails through the putrefactive 
processes of toxic character, or through products 
usually non-toxic in character (ammonia and its 
derivatives), inasmuch as they act as inflammatory 
irritants; or they cause degeneration of the vegeta¬ 
tive and the most important excretory organs (liver, 
kidneys, &c.) through the blood stream and the 
lymph stream. As a result of the interference 
with nutrition and the diminution in the resistance 
of the tissues thus brought about, the organism is 
exposed to the invasion of pathogenic bacteria of 
all kinds (staphylococci, streptococci, pneumococci, 
Oidram albicans, &c.). There also results a pre¬ 
disposition to disease, as manifested by numerous 
complications. 


Medical Record^ Feb. 13th, 1897. 
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A NOTE FROM THE CLINIC OF 
DR. MAGUIRE 

AT THE BROMPTON HOSPITAL. 


THE CIRCULATORY AFFECTIONS 
IN RENAL DISEASE. 


Gentlemen,— Bright’s disease was originally 
defined to be a condition in which albumen was 
present in the urine and associated with disease of 
the kidneys and dropsy. I have been told that the 
late Sir William Gull, when once demonstrating a 
fatal case of Bright’s disease, and the kidneys 
having been placed before him, said, “ We have 
here the evidence of the disease, but if we wish to 
have the whole disease before us there ought to be 
presented to us the whole man.” This is quite 
true, and Bright’s disease is now no longer con¬ 
sidered to be merely a disease of the kidneys. 
Nor in the present day is albumen in the urine to 
be thought entirely indicative of renal r change. 
Gull pointed out that in Bright’s disease we had 
disorders of the circulatory organs, and it is con¬ 
cerning these that I wish to speak to-day. 

Bright’s disease affects more or less all the 
organs of the body, either in function or in 
structure. It conforms to this in all its phases, 
but more particularly in that which we know as 
granular degeneration of the kidneys. 

As presented to us clinically it is a disease which 
must be judged by its effects upon the circulation 
rather than those upon the kidneys. By an estima¬ 
tion of the changes in the circulatory system we 
form an opinion of the nature of the disease, its 
extent and its future. For instance, albuminuria 
when present can only be known to be a symptom 
of Bright’s disease by its associated effects on the 
circulatory organs. Let us discuss somewhat 
seriatim these changes as they appear in the 
various forms of Bright’s disease. 

Acute Bright’s disease is known to pathologists 
as acute parenchymatous nephritis, an inflamma¬ 
tion of the kidneys affecting the parenchyma, that 
Vol. IX. No. 23. 


is mainly the epithelium of the convoluted tubes, 
or of the glomeruli themselves. This form, more 
nearly than the others, agrees with the original 
definition of Bright’s disease which I have quoted. 

It is really from the first a disease of the kidney 
causing albuminuria, and leading by its effects on 
the kidney to changes in the composition of the 
blood, and to poisonous effects on the whole of the 
tissues of the body. In consequence of the 
poisoned state of the blood, an attempt is made by 
the organs of circulation to prevent the impure 
blood reaching the tissues ; at least, this is one 
view which is held, and whether true or not fits in 
very nearly with the principal clinical features of 
the disease. 

The method by which this attempt is worked has 
been explained in various ways. Organic changes 
in the circulatory organs, each of which has been 
asserted to be the actual cause of all the disorders 
in the circulation, have been described. There is 
first the theory of Gull and Sutton, by which it was 
asserted that with the kidney change we have a 
fibroid degeneration, a hyaline fibroid change, as it 
was called, in the smaller arterioles. There was, 
too, the view of the late Sir George Johnson, that 
this was not the actual condition, but that we had a 
muscular hypertrophy of the smaller arteries. Again 
we have the view of Thoma, that neither of these 
changes is of importance, but that we have a change 
of the endothelial lining, an endarteritis obliterans, 
such as was first described as due to syphilis. 

All these changes are undoubtedly present, not 
only the fibro-hyaline change and the muscular 
change, but also the endarteritis obliterans of Thoma. 
But it is probable that they are caused by some other 
condition, and so we come to the theory of Dr. 
Galabin that the poisoned condition of the blood 
affects mainly the capillaries, that they resist the 
passage of the poisoned blood through them, and 
consequently present an obstruction to the passage 
of blood through the arteries. Thus there is caused 
the muscular hypertrophy of Sir George Johnson, 
and by irritation the change of Thoma in the endo¬ 
thelium, and the alteration in the fibrous coat 

described by Gull and Suttqn. To me this is the 
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most probable theory (although I have come to the 
conclusion against my previous convictions): that 
there is an obstruction to the passage of the blood 
through the capillaries, and all the other changes 
are really consequent upon this. 

The first condition thereby produced is that 
known as high arterial tension. This may be 
ascertained in various ways, but best of all by 
simply feeling the radial pulse. The artery is 
harder than usual, it is full between the beats, and 
it is not easily compressible by the finger. 

The sphygmographic tracing which may be 
obtained in such cases of high arterial tension 
shows first that considerable pressure of the sphyg¬ 
mographic screw is required to bring out the 
tracing. The upstroke is gradual, as if the heart 
were straining against some obstruction in front. 
The summit is rounded, because the obstruction 
is only gradually overcome; the dicrotic notch 
is very high, and there is entire absence of 
the so-called percussion wave which we find 
in the pulse of low arterial tension, where also 
the dicrotic notch is low. In consequence of 
the high arterial tension there is an obstruction 
to the flow of blood through the various parts 
of the body. This blood must pass through 
those parts if they are to live, and the propelling 
power, the heart, attempts extra work to overcome 
the unusual resistance. But in the particular form 
of Bright’s disease we are considering (the acute 
parenchymatous nephritis) the heart is unready for 
the extra strain, it is weakened also by the fever 
which nearly always accompanies the disease, and 
so that, at even an early stage of the disorder, it is 
unable to keep up its extra work. We consequently 
find that a very common symptom associated with 
acute Bright’s disease is simple dilatation of the 
heart, affecting mainly the left ventricle, but some¬ 
times the right also. It is of extreme importance, 
and influences greatly the opinion which is formed 
as to the duration and the result of the disease. 
When dilatation of the heart occurs under such 
conditions as those mentioned, the area of cardiac 
dulness is extended mainly towards the left, the 
apex-beat is similarly displaced, the heart impulse 
is enfeebled, sometimes imperceptible, the cardiac 
sounds are less audible than normal, and the first 
sound of the heart is distinctly diminished in dura¬ 
tion. It also has the clicking character which is 
noticed in all cases of feebleness of the left ven¬ 


tricle, and both the sounds at the apex of the heart 
are “spaced,” a term first used by Sir William 
Broadbent. In the normal condition there is a 
short interval between the first and the second sound 
of the heart, and then a long interval between the 
second sound and the succeeding first sound; but 
when the left ventricle has given way behind an 
increased arterial tension, we find the spaces be¬ 
tween the two sounds of the heart almost equal. 
This is called “ spacing,” by Sir William Broadbent. 

Again, though the first sound of the heart at the 
apex may be normal, the second sound at the 
aortic cartilage is extremely accentuated, this being 
the great sign of high arterial tension, and, of 
course, indicates the pressure brought to bear on 
the aortic valves by such tension. The pulse is 
altered in character, and instead of the high 
arterial tension pulse we have what Sir William 
Broadbent again has described as “the pulse of 
virtual tension.” The finger alone is sufficient to 
indicate this condition, and by it is noticed that 
the heart’s impulse strikes the finger very sharply. 
The pulse is still felt between the beats indicating 
the high tension, and the dicrotic wave is still high, 
but the beat of the heart is only feebly sustained. 
A sphygmographic tracing does not tell us more 
than the finger, but it is of use for demonstration 
purposes, and shows a rather sudden upstroke, 
only a slightly rounded peak, and a high dicrotic 
notch with a sudden descent, indicating that the 
heart-beat is feeble, and that there would be a high- 
tension pulse if only the heart were able to cope 
with the resistance in front of it. 

In acute Bright’s disease the heart failure may 
after a time disappear, and this is brought about 
by recuperative action on the part of the heart 
muscle, and consequent hypertrophy taking the 
place of the dilatation which was first present. It 
has been said that hypertrophy may occur within 
three weeks after the first onset of acute Bright’s 
disease, but this must be very unusual, the nutri¬ 
tion of the heart being seldom sufficient to over¬ 
come the obstruction so early. 

Sometimes we find more than dilatation, the 
weakness of the heart muscle interfering with the 
due action of the mitral valve, and mitral regurgi¬ 
tation may ensue, without any organic change in 
the valve. 

It is well known nowadays that the complete 
closure of the mitral orifice during the contraction 
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of the left ventricle is due in part to the muscular 
tissue round the valve; and if that tissue is 
weakened, then the valve cannot close perfectly, so 
regurgitation is produced without the presence of 
any endocarditis. The usual changes of mitral 
regurgitation as shown in the pulmonary circu¬ 
lation are then Seen,—oedema of the lungs, 
bronchial catarrh, sometimes haemorrhages and 
pulmonary infarcts. Occasionally, too, dilatation 
of the right side of the heart may occur, even if it 
has not been hitherto produced. 

(Edema of all the tissues of the body is also an 
accompaniment of the condition of heart failure. 
Though it would lead me too far to-day if I 
discussed with you the pathology of the anasarca 
of Bright’s disease, it seems to me to be probably 
due to the blood stagnating in the vessels from in¬ 
creased arterial tension and low propulsory power. 
Blood so stagnating will part with some of its fluid 
through the capillaries, and this absorbed by the 
lymphatic spaces produces anasarca and oedema. 

I have mentioned that all the tissues of the 
body may be affected by this oedema, and from it 
there may arise many of the nervous symptoms 
which accompany acute Bright’s disease. These 
are commonly grouped under the heading of 
uraemia, and have been ascribed to the poisoned 
state of the blood. The explanation is un¬ 
satisfactory in my opinion, as in the absence 
of evidence of a toxine capable of producing these 
symptoms they are much more readily explained 
by the circulatory obstruction I have mentioned. 

Capillary haemorrhages, and sometimes bleedings 
of a more serious character, are associated with high 
arterial tension, and we find in many of the cases 
where a patient has died from so-called uraemia, 
capillary haemorrhages in the brain, indicative of 
the difficulty in the circulation through the brain 
which has preceded the death of the patient. 

Serous apoplexy, as it is called, is a condition 
which is more common in the chronic stages of 
Bright’s disease than in the acute form ; it is nearly 
always associated with death from the so-called 
uraemia, and is undoubtedly due to the high arterial 
tension and its effects upon the circulation. In one 
case I made a post-mortem examination on a man 
who was attacked by right hemiplegia, and before 
the autopsy it appeared to be a case of cerebral 
haemorrhage. He had high arterial tension, and 
there was found at the post-mortem granular 


degeneration of the kidney; in the brain no 
haemorrhage, but simply a general oedema with 
serous effusion into the ventricles. It appears 
strange that a patient should develop only hemi¬ 
plegia from a general condition of the brain, but 
the explanation is probably this, that we use the 
left side of the brain more than the right; and 
therefore the left, being the more highly organised, 
would be the first to show symptoms. 

I have mentioned that haemorrhages more 
serious than those from the capillaries may occur; 
we see small and large haemorrhages beneath the 
skin, copious haemorrhages from the nose, from the 
kidneys themselves, and from the stomach and 
intestines, although these large haemorrhages are 
more common in the chronic form of Bright’s 
disease. Haemorrhages may occur in the retina, 
and may cause serious, even permanent disorder 
of vision. They are called flame-shaped, on 
account of their mode of spreading between the 
fibres of the retina. 

A condition of true high arterial tension is only 
found in the early stages of acute parenchymatous 
nephritis, and then usually for only a short time. 
It is more common in the form known as glome¬ 
rular nephritis, but even there it only lasts a short 
time. The heart is unready for the strain placed 
upon it; it is weakened, too, by the effects of the 
fever, and very shortly this high arterial tension 
gives place to the virtual tension due to the heart 
failure. 

Such heart failure is of great importance, 
and I will indicate shprtly its treatment. The 
poisonous matter in the blood must be eliminated 
as far as possible by the kidneys, intestines, and 
the skin; copious potations of water, preferably 
distilled water, conveniently in the form of salu- 
taris water, and saline diuretics, will produce a 
greater flow of urine from the kidneys, and carry 
off many of the solids in solution which are poison¬ 
ing the blood. Saline purges and jalap will 
increase the flow of water from the intestine, and 
further carry away some of the noxious bodies. 
Calomel or mercurial purges of any kind seem to 
have an even greater action on the excretion of 
this blood poison, whatever it may be, and in this 
way mercurial purges are specially efficacious in 
lowering the blood tension. You will find in the 
older text-books, and in many that are not old, a 
grave and serious caution against the use of 
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mercurial purges in Bright’s disease or in albu¬ 
minuria. There is some truth in this, no doubt, 
but the danger is from giving mercury repeatedly 
in small doses ; when given occasionally there is 
not the slightest chance of producing salivation. 

I remember producing salivation in a gentleman 
by four blue pills, one each night, and I know now 
that if I had given him ten grains in one night he 
would not have been salivated at all. There is no 
doubt that the practice of giving mercurial purges 
is good if they are given infrequently, and only for 
the purpose of lowering the arterial tension. By 
these means the tension of the pulse is reduced, 
and the strain upon the heart is diminished. But 
we may stimulate the heart itself by strychnine 
and by strophanthus. Personally I prefer the 
latter drug to digitalis in such cases, because it 
has no such constricting action on the arterioles 
as is possessed by digitalis, and yet it has a similar 
and almost equal power of stimulating the heart 
muscle. Strychnine also has an action similar to I 
digitalis both on the heart and on the arterioles, I 
and it is marvellous sometimes to see the effect 
of strychnine on the pulse when given hypodermi- . 
cally. This is sometimes called for in acute 
Bright’s disease when we want a rapid action on the 
heart, and its effects are sometimes seen within 
one minute of the injection of three minims of 
the liquor strychninae of the B. P 


I to undergo, and yet there never occurs the perfect 
| compensation which is found in granular degenera- 
I tion of the kidney. This chronic parenchymatous 
nephritis is primarily a disease of the kidney 
| affecting secondarily the other parts of the body. 

The so-called granular condition does not at all 
correspond with the original definition of Bright’s 
| disease; in no sense of the word is it a primary 
disease of the kidney. The disease is extremely 
chronic; it is gradual in its onset, as a rule ; it may 
supervene, it is true, upon acute parenchymatous 
nephritis, although this is not common, and the 
most typical form of the granular degeneration is 
that which occurs in middle life as the result 
of improper habits of living, deficient exercise, 
gout, lead poisoning, and so on. In granular 
kidney we have a general decay affecting all the 
tissues of the body, and though the kidneys show 
one of its results, yet before changes are found in 
the kidney definite alterations occur in the circu¬ 
lation. I have known cases terminate fatally from 
the so-called serous apoplexy, or from haemorrhages 
into various organs, without any change post mortem 
being detected in the kidneys. I have seen one 
case where a man died suddenly from what was 
taken to be cerebral haemorrhage, and post mortem 
I found the stomach full of blood-clot, the heart 
hypertrophied, and there were changes in the 
arteries, but no granular change of the kid- 


What I have said of the circulatory changes will 
apply equally to one of the chronic forms of the 
disease, and of chronic Bright’s disease we have 
two varieties—chronic parenchymatous nephritis, 
and the granular kidney, sometimes called chronic 
insterstitial nephritis, but which I think is more 
properly called granular degeneration of the 
kidneys. 

Chronic parenchymatous nephritis is similar in 
its pathology to the acute variety having the same 
name, but cardiac hypertrophy soon supervenes, 
and then there is observed a lowering of the cardiac 
apex-beat in addition to its displacement towards 
the left. A loud and prolonged first sound is 
heard with an accentuated aortic second sound, so 
characteristic of high arterial tension. We have 
a high tension pulse, replacing that virtual 
tension pulse which accompanied the cardiac 
dilatation. There is thus, on the part of the heart, 
a compensation, to a certain extent, by means of 
hypertrophy, for the strain which it is called upon 


neys. This was a case which would have gone 
on to granular change of the kidney, and was 
an instance of the general degeneration of the 
whole system before it had time to produce its 
effect on the kidney. The general degeneration 
may begin early or late, commonly at about forty 
years of age, and with care the case may last for a 
considerable time, the end nearly always presenting 
itself as the result of cardiac failure. The most 


important condition which is found is high arterial 
tension ; this coming on gradually, as it does, in a 
person whose health is at first not very greatly 
undermined, is soon compensated for by hyper¬ 
trophy of the left ventricle of the heart, and we 
thus have the high arterial tension kept up for a 
long time; and yet occasionally there will occur 
virtual tension from cardiac failure, and it always 
appears to me in such cases that we have a sort of 
see-saw arrangement in the circulatory apparatus. 
First the cardiac hypertrophy overcomes the-high 


arterial tension, but gives way at times to cardiac 
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dilatation, and this sometimes recovers itself until 
a final attack ends life. 

The dangers which result from the condition of 
high arterial tension in Bright’s disease are mainly 
those of haemorrhage into dangerous parts. We 
may have haemorrhage from the nose, or into the 
kidneys themselves, the latter being common, 
and unless you are aware of its occurrence in this 
disease it may make you suspect stone. Haemor¬ 
rhage may take place into the lungs in considerable 
amount, and may be very serious, but fortunately 
life may be sustained with one lung damaged by 
such haemorrhage. In the brain, on the other 
hand, haemorrhage may give rise to hemiplegia and 
to death from interference with the vital functions. 
Haemorrhage may occur into the retina, giving rise 
to appearances similar to those described in the 
acute form of the disorder. 

I should like to refer here to what I consider 
to be another effect of high arterial tension, and 
that is the so-called albuminuric retinitis. I pointed 
out in a paper published some years ago that we 
had no proof that this condition was due to 
inflammation of the retina ; all that had been ever 
found was degeneration of retinal elements. I 
showed also that the condition was only found in 
cases of extremely high arterial tension, where the 
tension is high even for Bright’s disease. The 
white or yellowish patches seen in the retina in 
this condition are found mostly near the yellow 
spot; they are not found in the immediate 
neighbourhood of blood-vessels like the white spots 
due to old hemorrhages, their locality is usually 
far away from blood-vessels. In the chronic form 
of Bright’s disease we find changes in the arteries 
of the retina even though there be no changes in 
the retina itself; the arteries are smaller than 
normal, and have a thickened external coat. In 
albuminuric retinitis, which I think ought to be 
called albuminuric degeneration of the retina, we 
have a fatty degeneration of the retinal elements 
caused by malnutrition. The passage of the blood 
which carries the nourishment is interfered with by 
the vascular change, and those parts most removed 
from the vessels suffer most, thus explaining the 
pathology and the localisation of the retinal change. 

This seems to be a small matter to discuss in 
connection with the circulatory disorder in Bright’s 
disease, but I believe it to be a change due to the 
deficiency in the circulation, and, moreover, to be 


important in estimating the duration of the disease. 
It has been found that cases with albuminuric 
degeneration of the retina do not last more than 
eighteen months or two years as a rule. I will 
mention one exception which occurred in a case 
under my charge. The patient was suffering from 
chronic Bright’s disease, had albuminuric degen¬ 
eration of the retina, and with it extremely high 
arterial tension, the heart being also hypertrophied. 
Seven and a half years before this patient’s death 
from influenza Mr. Critchett had noted the albumi¬ 
nuric degeneration, but such a case is exceptional. 

In chronic Bright’s disease the changes in the 
circulation are not only important as regards their 
prognosis, but they are almost entirely our guide 
to the treatment of the disease. The disorder 
has lost a good deal of its former terror now that 
we understand that under proper care we may 
control these disorders of the circulation. I have 
spoken about the see-saw that occurs in such 
cases, and I wish to draw your attention to the 
fact that the cardiac failure in the earlier stages, at 
any rate, is merely functional, but in the latter 
stages of the disease it is accompanied by organic 
changes in the muscular tissue, consisting of fibroid 
and fatty degeneration. 

We can control the high arterial tension by 
mercurial and saline purges, and it is a good 
practice when once you have diagnosed chronic 
Bright’s disease to give the patient calomel or a 
blue pill once a week for the rest of his days. In 
this way you rid your patient of the accumulated 
poison to a certain extent, and keep the blood 
tension under control. We can do something 
also by limiting the nitrogenous diet of the patient, 
but this method, I believe, has been pressed to 
undue lengths. I have seen a good deal at times 
of the treatment of Bright’s disease by milk diet 
alone; much harm may thereby be caused. The 
diet must to a certain extent depend upon the 
patient’s appetite; and further, a paper read 
some three years ago by Dr. Hale White showed 
that patients, so far from suffering from a nitro¬ 
genous diet in Bright’s disease, actually may benefit 
by it. If you diminish too much the nitrogenous 
food you encourage the heart failure, by limiting the 
food you diminish the high arterial tension ; but 
you can reduce the tension in other ways, and the 
heart failure itself is a much more serious thing to 
combat. 
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In this way patients may go on for many years. 
Supposing the disease were detected at the age of 
forty-five; in most cases, of course excepting acci¬ 
dents, I see no reason why such a patient should not 
live till say sixty-five, but of course by exercising 
great care and with careful watching. Every little 
ailment is of importance, and in the case of the 
patient mentioned who died from influenza I 
f$lt sure, when I knew that he had contracted 
influenza, that he would never recover. The con¬ 
clusion that one arrives at, then, is that with 
care by alternately lowering the blood tension and 
using cardiac stimulants such patients may reach a 
reasonable degree of old age, though there is 
always the danger of any excitement producing 
cerebral haemorrhage, either from increased 
tension or its accompanying atheroma of the 
vessels. I have not attempted to enter into details, 
but such are the main bearings of the circulatory 
changes upon the prognosis and treatment of the 
disease. 


CASES DEMONSTRATED AT THE 
CLINICAL MUSEUM. 

BY 

JONATHAN HUTCHINSON, LL.D., F.R.S. 
(Reported by J. T. Conner, M.D.) 


Exostosis of the Third Phalanx of the 
Great Toe. 

The patient was a girl aet. 16, sent by Dr. Warren. 
The middle of the nail of the left great toe was 
elevated about quarter of an inch, towards which 
the nail sloped upwards on either side. The 
matrix was slightly congested, and the nail bed at 
the inner extremity of its margin showed a smooth, 
moist, and reddish surface, resembling granulation 
tissue, but somewhat hard to the touch. 

Mr. Hutchinson remarked that exostoses of the 
terminal phalanx of the great toe were not very 
uncommon. They were prone to occur at this 
time of life. It was remarkable that they never 
occurred on any other phalanx of the toes, or the 
fingers. The treatment was to cut down on it by 
a transverse incision in front of the nail, and 
remove the growth with a bone forceps. But they 
were prone to recur. 


Lichen Scrofulosorum with an Herpetiform 
Distribution; Mercurial Teeth. 

The patient was a girl aet. 13. Over the lower 
intercostal spaces were a number of rounded 
patches, thickly covered with little yellowish 
papules, about the size of pins’ heads, but scarcely 
elevated above the skin, of which a few showed a 
comedonous point in the centre. The patches 
followed the direction of the ribs downwards and 
forwards exactly like those of herpes zoster. They 
were compared with the portrait of a case shown 
previously at the demonstrations and published in 
the ‘Clinical Journal.’ It was pointed out that 
they differed from those in the portrait in that their 
margins were definite, and in the presence of 
comedones. Evidence of their connection with 
tuberculosis was obtained in the fact that an uncle 
had died of consumption. The patient also 
showed a very characteristic set of mercurial teeth. 
The enamel of the incisors, canines, and first molars 
was very defective, being marked with transverse 
lines. These teeth were also very dirty, because 
the defective structure allowed adventitious matters 
to adhere. The bicuspids and second molars, on 
the other hand, were sound and quite clean. The 
disease of the teeth here followed the rules as to 
those attacked and exempted. 


Factitious Disease; Constriction of a 
Limb. 


The patient was a girl aet. 20, sent from the 
London Hospital by Mr. Jonathan Hutchinson, jun. 
Two years and nine months ago she broke a needle 
in the left thenar eminence. She went at once 
to the Hereford Infirmary, where it was removed 
(or at least a portion). The wound healed, but 
she says she could not properly use her hand after¬ 
wards. A week or two after the operation the 
hand commenced to swell, and so continued. It 
became very bad a year ago; when inflammation 
spread upas far as the elbow it assumed its present 
condition. 

There was no history of hysteria, and the patient 
denied ever having constricted the forearm. But 
this morning she was surprised in bed, and the 
forearm found to be compressed at the seat of 
stricture by the bandage which was in use. 

When she was shown at the demonstration, a 
very definite constriction was to be observed at the 
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junction of the lower and middle thirds of the 
forearm. Below this the hand and forearm were 
in a condition of solid oedema. The fingers were 
firmly flexed against the palm, but they yielded 
-slightly to pressure. Evidently they were held so, 
and there was no anchylosis. The movements of 
the elbow joint and of pronation and supination 
were free. Above the constriction there was thick¬ 
ening of bone. 

Mr. Hutchinson remarked that these cases of 
constriction of a limb formed a definite group. 
In all it would be found that the starting-point, 
as in this case, was real disease on injury. In one 
case a man had permitted amputation to be per¬ 
formed, though the limb removed was quite healthy, 
as ascertained afterwards. 

A Secondary Eruption; Corymbiform 
Lichen. 

The patient was a man aet. 25, sent by Mr. 
Hitchens. He had a chancre seven months ago, 
and underwent no treatment. Three months ago 
he felt ill, had rigors, and took to his bed for three 
days. On the third day a rash appeared all over 
his body. Pains in the joints followed. He 
resumed his work as tube attendant at the Post 
Office in about three weeks, but suffered from 
swelling of the ankles and metacarpo-phalangeal 
joint of the left hand. 

The eruption consisted of brownish lichenoid 
spots, for the most part in groups, but scattered 
here and there. The upper extremities were freely 
covered, but most so on their posterior surfaces. 
Towards the wrists the eruption became scanty, 
and the hands were exempt. The trunk was less 
affected, but there were a few very definite groups 
on the abdomen. On the legs and feet the spots 
had become confluent, forming diffuse dark brown, 
almost black stains. The hollows of the feet were 
affected, but not the heels or treads. There was 
a scar on the penis, and the inguinal glands were 
enlarged, but not definitely indurated. The throat 
showed nothing characteristic. He was losing his 
hair. 

Mr. Hutchinson said that the deep colour of 
the rash depended on the dark complexion of the 
patient. He had black hair and brown irides, and 
therefore a good deal of movable pigment. The 
-darker tint of the lower as compared with the 
upper extremities was the rule in all eruptions. 


The corymbiform grouping of lichenoid spots 
strongly suggested the diagnosis of syphilis. The 
extension of the rash into the hollows of the feet 
whilst sparing the rest of the sole was also 
characteristic. 

Prurigo Hyemalis (Syphilis?). 

The patient was a man set. 29, sent by Dr. 
Bindley. He showed a dusky-looking polymorphous 
eruption almost confined to the limbs. It consisted 
of scaly and papular elements, of which the largest 
were about equal to split peas. The trunk and 
face were practically exempt, and the eruption did 
not extend below the knees. The neck was 
affected. The general appearance was very sug¬ 
gestive of syphilis, especially on the arms. If he 
had only these to base his diagnosis on, Mr. 
Hutchinson would have been practically certain of 
that diagnosis. Then the inguinal glands were 
enlarged, but not characteristically, and spots were 
present on the penis, of which one might easily 
have been supposed to be a chancre. The throat, 
though not inflamed, showed a small pimple on 
the right pillar of the fauces. The history, however, 
was quite inconsistent with the diagnosis of syphilis. 
The patient stated that he had been subject to the 
eruption for fourteen years, which was much worse 
in winter, and was never quite well in summer; 
also it itched, but not excessively. Mr. Hutchinson 
said that this was another example of those cases 
in which the question of syphilis or not was for a 
time, at any rate, insoluble. The patient's state¬ 
ment, if reliable, excluded it, but he would not 
trust it entirely. 


Multiple Strumous (Tubercular) Ab¬ 
scesses; Malformations of the Fingers. 

A Jewish child aet. 1 year, brought by Mr. 
Sequeira, had a number of irregularly distributed 
cutaneous abscesses. The first, larger than a pea, 
appeared nine months ago over the left olecranon, 
and had discharged pus from time to time. It 
remained single until fourteen days ago, when a 
second appeared on the left side of the nose. A 
week ago diffuse swelling of the feet, and two days 
ago of the left thumb appeared. These swellings 
of the extremities could not yet be considered 
abscesses, as they were only slightly erythematous, 
and neither circumscribed nor fluctuating. The 
child had never been seriously ill, but had suffered 
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from otorrhoea since two months old. An aunt 
had died of consumption, and a grandfather had a 
“weak chest.” The case was an example of the 
ordinary form of multiple strumous inflammation 
of the skin, but it was possible that bone was 
involved in the extremities. This form ran its 
course in a limited time, after which the subjects 
became cured, and were never afterwards liable to 
relapses in adult life. As in lupus, there was a 
definite period after the first lesion, in which it 
was possible for the disease to become multiple. 
Mr. Hutchinson usually fixed this at six months. 
After this no fresh lesions would appear. 

The child also showed a very curious congenital 
deformity of the fingers, which he had never seen 
before. The condition was symmetrical. The 
middle fingers were much shortened, being about 
half an inch less than the fore-fingers, and were 
composed of only two phalanges. The ring 
fingers, on the other hand, were lengthened, being 
about half an inch longer than the fore-fingers. 
No doubt this excess was compensatory, and pro¬ 
duced by excessive blood-supply consequent on 
the dwarfing of the adjacent finger. There was 
evidence of muscular abnormality too. The middle 
fingers were kept constantly flexed on the palms, 
and the phalangeal joint could be bent (passively) 
back to a right angle. 

Paget’s Disease of the Nipple in an 
Early Stage, accompanied by a Tumour 
(Scirrhus ?) of the Breast. 

The patient was a married woman set. 38, sent by 
Dr. Butler Smythe. She had one child five and a half 
years ago, which she suckled with the left breast. 
She then suffered from sore nipple. For the last 
two years she has noticed retraction ot the nipple 
and redness of the areola. When she presented 
herself for demonstration the nipple was completely 
retracted, and surrounded by a red desquamating 
area about equal to a crown. This differed from 
the typical form of Paget’s disease in several ways. 
The colour was by no means so intensely red, 
there was no induration of skin or discharge, and 
the edge appeared ill-defined. But close inspec¬ 
tion with a good light showed the latter to be dis¬ 
tinctly elevated, and to consist of little rolled 
crescents exactly like those of rodent ulcer. In 
the breast a definite knotted lump about the size 
of a walnut could be felt. Mr. Hutchinson thought 


that this was not a cyst, but a scirrhous cancer. 
The treatment, therefore, should be immediate 
removal of the breast. 

Sclerodermia in the Diffuse Form. 

The patient, a man aet. 75, brought by Dr. 
Fletcher, was severely affected. The disease com¬ 
menced fifteen months ago. In the upper extre¬ 
mities, as one ascended the forearm, the skin 
gradually became tight and hard. In the upper 
arms the condition was most marked on the outer 
aspect and in the axillae, less so on the back. 
The whole of the skin of the chest was board-like. 
In the lower extremities the disease did not extend 
below the knees, and the backs of the thighs were 
especially affected. The whole head was tight: 
the face was much involved, and showed stigmata ; 
even the lips were affected, but the prolabia 
remained soft. The alae nasi and tip of the nose 
also escaped. Thus the extremities of the limbs 
escaped entirely, and the case contrasted with the 
form known as acro-sclerodermia,or acro-morphcea. 
The prognosis of morphcea, even in the most severe 
forms, was good. But exception must be made of 
the acroteric form when complicated with acro- 
sphacelus. Here there was no tendency to 
recovery. 


CHLOROFORM NARCOSIS IN 
CHILDREN. 

By LEONARD G. GUTHRIE, M.D., M.R.C.P., 
Physician to Out-patients (late Chloroformist), 
Paddington Green Children’s Hospital. 


Part II. 


What is an Overdose ? 

In coroners’ inquests on cases of death under 
chloroform, the question is invariably asked, 
“ What is the usual dose of chloroform, and how 
much was actually supplied ? ” The answer in¬ 
variably given and considered satisfactory by a jury, 
is that only a drachm or so had been administered 
when the fatal collapse occurred. But the amount 
given is no measure of the amount absorbed; and 
the amount which may be absorbed with impunity 
by one patient, may produce dangerous or even 
fatal results in another. 
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The term “ overdose ” is used in a relative and not 
in a quantitative sense. 

In order to elucidate this point, ^he methods of 
administration have to be discussed. 

Methods of administration .—Two methods of 
administration are in vogue. The first is the open 
method, or that devised by Syme and Simpson, 
and is supported by Lord Lister in Holmes’s 
‘System of Surgery,’ 1861. 

The second method is to administer chloroform 
by means of an inhaler. 

Sir James Simpson used either a cup-shaped wire 
framework covered with flannel, or else simply a 
single fold of a pocket handkerchief thrown over 
the face. The chloroform in this method is dropped 
just under the nostrils, in single drops at a time. 

“Another plan is to pour some chloroform on to 
a folded towel or pocket handkerchief, and then 
place it over the patient’s face, taking care that it 
does not come so close over the nose as to inter¬ 
fere with a free admixture of air with the chloro¬ 
form vapour” (Lauder Brunton, ‘Therapeutics,’ 
vol. i, p. 209). 

Lord Lister (‘ Holmes’s System of Surgery,* 
vol. iii, 1861) thus describes the Scotch method : 
—“ A common towel is arranged so as to form a 
square cloth of six folds ; enough chloroform is 
poured on to moisten a surface in the middle as 
large as the palm of the hand. The precise quan¬ 
tity of chloroform used is of no consequence 
whatever. 

“ The cloth is held as near the face as can be 
comfortably borne, more chloroform being added 
occasionally as may be necessary.” 

Lord Lister forms a mask large enough to 
cover the nose and mouth, by pinching up the 
corner of a towel. 

The pinched-up portion or neck of the cap is 
held over the root of the nose, whilst the corner 
extends to the point of the chin. “The cap 
formed in this manner being so arranged upon the 
face, chloroform is gradually dropped upon it until 
the greater part of it is soaked ; the edges being left 
dry to avoid irritation of the skin by the liquid, 
and the moist condition is maintained by frequent 
dropping on the convex surface until the requisite 
physiological effects are produced.” 

In the open method, then, chloroform may either 
be given gradually, drop by drop, or more freely 
in quantities of one or two drachms at a time. 


In either case the essential point insisted upon 
by all authorities * is that a due admixture of air 
with chloroform should be supplied ; for all are 
agreed that chloroform vapour, when administered 
in too concentrated a form, may cause death, or 
danger of death. 

In order to avoid such a risk, the second method 
of chloroformisation by means of an inhaler has 
been devised. 

According to Paul Bert (Dastre’s ‘Anaesth£- 
siques ’) the tension of chloroform vapour in the 
blood varies directly with that which is present in 
the air breathed. For instance, if air containing 
10 per cent, of chloroform vapour be supplied, the 
tension of vapour in the blood will not exceed this 
amount; whereas if the air contains 25 per cent., 
the blood will also absorb a similar percentage. 

Snow’s experiments also demonstrated this law, 
and he moreover showed that the amount of 
vapour which can be taken up (held in solution) by 
the air of the atmosphere, varies with the elastic 
tension of the chloroform at different temperatures 
(Dudley Buxton, ‘Anaesthetics,* 1892, p. 104). 

Thus air at 6o° F. can take up 12 per cent, of 
its volume, whilst air at ioo° F. may contain 43*3 
per cent. Snow also concluded that 12 minims of 
chloroform in the circulation produced narcosis of 
the second degree; 18 minims produced surgical 
anaesthesia, whilst 36 minims should paralyse the 
medullary centres. But as in expiration a certain 
proportion of chloroform is evaporated from the 
tracheal and bronchial surfaces, and thus escapes 
from the circulation, about double these quanti¬ 
ties of chloroform must be used to produce the 
requisite amount of absorption into the circulation. 

Snow’s inhaler, in common with those invented 
by Clover, Sansom, Junker, Krohne and Sesemann, 
aims at reducing the strength of chloroform vapour 
supplied in the respired atmosphere to a uniform 
standard of about 4J per cent, a percentage of 
5 per cent, or over, being considered dangerous. 

These various apparatus have been so recently 
described in Dudley Buxton’s ‘Anaesthetics,’ 1892, 
that it is unnecessary to repeat the description here. 
Dr. Buxton makes the important remark concern- 


* The rapid method in which the vapour of a small 
quantity of chloroform, 10 minims or so, is inhaled con¬ 
tinuously with the exclusion of all air, has been advocated 
by a few. It is perhaps fortunate that it has not been 
generally accepted. 
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ing them “that perhaps with the exception of 
Clover's none can absolutely maintain the desired 
percentage.” 

It is true that when air is pumped through 
chloroform in a bottle, the percentage varies in 
the direction of defect rather than excess. For as 
the chloroform in the bottle becomes diminished in 
bulk, so also it becomes cooled down and evapora¬ 
tion decreases. The result is to a certain extent 
beneficial, for as anaesthesia progresses, less chloro¬ 
form is supplied, and the danger of administering 
an overdose is lessened. 

It has been urged against the open method 
that it is impossible to regulate the amount of 
chloroform inhaled, and so to obtain a definite 
percentage of vapour. Lord Lister confuted this 
argument by showing that the towel, as used 
by himself, only evaporated sufficient chloroform 
from its lower surface to constitute, when mixed 
freely with the surrounding air, an atmosphere of 
4 # 5 per cent., only a portion of which would reach 
the patient’s lungs (Holmes’s ‘System of Surgery,’ 
vol. iii, 1861). 

One of Messrs. Krohne and Sesemann’s modifi¬ 
cations of Junker’s apparatus possesses certain 
advantages over the rest, on account of its sim¬ 
plicity. 

The face-piece is made of perforated metal 
tubing, covered with a cap of lint or flannel in a 
single layer, and is small in size. 

Seven or 8 drachms of chloroform are placed 
in the bottle, and air is pumped in by means of an 
ordinary hand bellows. The exit tube is provided 
with a constriction, so that the chloroform vapour 
passes into the face-piece through the perforations 
in the metal, in a continuous stream, and not in 
gusts. 

The bottle is so contrived that even when tilted 
or inverted there is no risk of driving pure chloro¬ 
form into the face-piece. 

The entrance tube into the bottle is capped 
with ivory, and is also of somewhat wide calibre, 
in order to prevent it from becoming blocked by 
frozen watery vapour. 

Experiments with this apparatus show that at a 
temperature of 62° F., 6 drachms being in the 
bottle, one full compression of the bellows evapo¬ 
rates, on an average, 1 minim of chloroform; 
but as evaporation is favoured by handling the 
bottle whilst pouring in the chloroform, and as 


some of the latter adheres to its sides, the first 
compression vaporises about 2 minims. 

Taking the average number of inspirations at 
20 per minute, and using the bellows during 
inspiration only, the following result is obtained in 
the course of one minute. 

During the first 5 inspirations, if a quarter of 
the bellows be compressed at each inspiration ; 
during the second 5 inspirations, if one half; 
during the third 5 inspirations, if three-quarters ; 
during the fourth 5 inspirations, if the whole 
bellows be compressed, about 13 minims have 
been evaporated (the amount varies from 12J to 14 
minims)—with a loss of 4 0 F. 

If the first minute be followed up without inter¬ 
ruption by 10 full compressions of the bellows, 10 
minims more are evaporated, or 23 minims in 1 £ 
minutes—with a loss of 6 Q F. 

If the first minute be followed up by 20 full com¬ 
pressions, instead of 10, 17 minims are evapo¬ 
rated, or a total of 30 minims at the end of the 
second minute—with a loss of io°F. 

Taking the tidal air as 25 cubic inches, and the 
inspiration at 20 per minute, in two minutes 40 
inspirations will have been drawn, or 1000 cubic 
inches of air; will have been inhaled. Thirty 
minims represent about 30 cubic inches of chloro¬ 
form vapour, which at 6o° F. require about 250 
cubic inches of air; and the vapour of 36 minims, 
as Dr. Dudley Buxton (op. cit.) explains, on 
Snow’s theory, may prove dangerous if con¬ 
tinuously inhaled during 12 inspirations. But in 
the experiment above described, 30 minims have 
only been expended in 40 inspirations; in other 
words, the amount of chloroform inhaled has been 
reduced to one fourth. Also it must be remembered 
that probably only one half of the chloroform 
vapour has been absorbed by the circulation, the 
rest being exhaled; and in addition, the gradual 
method of compression of the bellows has reduced 
the percentage of chloroform vapour supplied still 
further during the first minute of inhalation. 

In using the form of inhaler above described, 
the chief point is to compress the bellows with the 
utmost gentleness at first, and to gradually increase 
the force of compression whilst watching the 
effect produced on the colour of the face and lips, 
and on the character of the respirations. The 
presence of pallor (in the early stages), together 
with irregularities of the respiration—deficient 
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expiration with gasping inspiration—are sure signs 
that too much chloroform has been given. 

The most comfortable and, I believe, the safest 
method of taking chloroform is that above de¬ 
scribed. Only those who have experienced the 
effect of inhaling chloroform in too concentrated 
doses can conceive the amount of discomfort so 
caused. 

Any one who has tried the effect of inhaling a 
single bellowsful at once, and for the first time, 
will know that small though the actual amount of 
chloroform inhaled may be, it is yet too strong to 
be endured, and it speedily produces spasm of the 
glottis. 

If, however, the bellows are compressed but 
slightly at first, and then with gradual and slow 
degrees of increased force, the effect is almost 
imperceptible to the patient, and produces no 
sensations which are unpleasant and may be 
dangerous. 

As the anaesthesia progresses, the force of com¬ 
pression may be increased until the bellows are 
emptied at each grasp; but by this time the 
chloroform has become so far evaporated and 
cooled down, that less and less is taken up by the 
air driven through it; so vigorous compression 
may be used without fear of giving an overdose, 
provided always that respiration is in no way 
embarrassed. 

In the use of the inhaler, as evaporation con¬ 
tinues, much watery vapour becomes condensed 
inside the bottle, and the chloroform collects into 
globules and becomes opalescent. If left to itself 
for a short time it again becomes clear, and may 
perhaps be fit for use, but I have never cared to 
make the trial, although an economical nurse once 
collected all my discarded dregs of chloroform as 
being “ quite good enough for out-patients.” 

Unless the bellows are used with extreme force 
and frequency, this opalescence does not appear 
until the 8 drachms in the bottle are reduced to 
about 2 drachms. 

The india-rubber tubes are themselves a source 
of annoyance. Unless in constant use they become 
hard and kinked, the vapour then distends the 
Teservoir bag, owing to the resistance in front, 
and the patient gets no chloroform at all; whilst as 
soon as the obstruction is removed, the vapour 
-escapes into the face-piece in sudden and too power¬ 
ful gusts. 


Moreover, the tubes become twisted together,— 
perversely tie themselves into double knots,— 
become entangled in watch chains and eyeglass 
cords, and are frequently seized and snapped from 
their connections by the patient during his struggles. 

The cases in which the use of the inhaler is 
unsatisfactory are those of harelip and cleft palate . 
Anaesthesia need not be profound in these, a 
fortunate circumstance, as it is extremely difficult 
to keep it up. 

If the cough reflex be abolished, there is danger 
of blood flowing into the air-passages. 

The inhaler can be used in the usual manner 
until the patient is sufficiently under not to feel; 
but during the operation it is best to pour the 
chloroform directly on to the face-piece, whilst 
holding it four or five inches away from the 
patient’s features. With a little tact and adapta¬ 
tion of movements on the part of both chloroformist 
and operator, sufficient anaesthesia can be kept up 
by this means. 

The objection to the use of the leaden tube 
passed through the nostrils or into the mouth, is 
that its orifice constantly becomes blocked by 
blood or by the folds of mucous membrane. 

In a few cases the full percentage which can be 
supplied by this apparatus is quite insufficient to 
produce anaesthesia. 

I have met with two or three instances of this 
in children, and also in a strong alcoholic man 
whom I attempted to chloroform by means of the 
inhaler on half a dozen occasions, each time 
without success. I might have gone on pumping 
chloroform vapour into him all day without any 
further effect than to make him noisy and talkative. 
I could only put him under by pouring additional 
chloroform upon the mask. 

These are some of the obvious disadvantages 
which attend the use of an inhaler, yet. they are 
insignificant compared with the great dangers 
which actually may result from its abuse. 

Some have ascribed all deaths under chloroform 
to the use of an inhaler, but this is to blame the 
instrument unfairly. 

Accidents have doubtless happened, owing to 
the notion that there is a fixed percentage (under 
4 \) of chloroform vapour, which is uniformly safe 
for all, and that as the instrument is designed 
not to exceed this amount, an overdose is im¬ 
possible. 
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But there is no fixed percentage which is abso¬ 
lutely safe for all. 

Theoretically the principle of giving chloroform 
by means of an inhaler in minutely graduated doses 
is sound, but practically a fallacy underlies. 

Chloroform cannot be given by routine to all 
patients alike in the same percentage. Plenty of 
air for one patient is too little for another; too 
little chloroform for one is too much for another. 

If the respiratory capacity of all patients were 
alike, if their powers of exhalation were always 
equal to their powers of inhalation—if, in short, we 
could be sure that every patient to whom we give 
chloroform would not only breathe normally, but 
would have no abnormality about him which should 
make temporary asphyxia exceptionally dangerous, 
then it might be safe to administer chloroform 
always in a fixed percentage without troubling to 
watch the results. 

But it is difficult to make even a healthy subject 
breathe efficiently, and so as to avoid the risk of 
overdosing. Nine people out of ten when asked to 
take long breaths, at once contract their abdominal 
muscles, fix their diaphragm, and expand the upper 
part of the chest at the expense of the lower. 
Their upper lungs are aerated by this process, but 
not the bases, and after a few seconds the patients 
become actually dyspnoeic, not only because the 
bases of the lungs are not aerated, but because 
they do not exhale with the same force as they 
inhale. 

If chloroform be given to such as these, even in 
a percentage which is theoretically considered safe, 
it is easy to understand that their respiratory capa¬ 
city is less than normal, that their reserve air is 
not changed, and therefore, not properly oxygen¬ 
ated, whilst at the same time chloroform vapour is 
gradually increasing its already deficiently oxidised 
condition. 

So again in the case of tight-laced females, or in 
those whose respiratory capacity is in any way 
diminished by disease, the danger is that chloroform 
will increase the degree of partial asphyxia already 
present. 

There can be no fixed rule as to the percentage 
of chloroform which is safe for all alike. 

Whether chloroform be given by the open 
method, or in the most accurately proportioned 
doses by means of an inhaler, the effect upon the 
patient must be watched with the greatest care. 


Physiological no less than pathological inter¬ 
ferences with respiration have to be considered. 

A healthy patient who inhales chloroformed air 
with more force than he exhales it, is in danger of 
an overdose. So also is a patient who inhales but 
little, if his respiratory capacity and pulmonary 
aeration are already defective. 

The rules laid down by the Edinburgh school, 
and more recently by the Hyderabad Commission 
must be observed as scrupulously in the one 
method as in the other. But it must be clearly 
understood what is meant by “ embarrassment of 
respiration.” 

It is not sufficient to wait until the patient stops 
breathing before deciding that he is in danger. 

The character of his respirations have to be con¬ 
sidered whilst they continue, and their nature gives 
a clue to the possible event. 

The question " inhaler versus the open method,” 
cannot be definitely decided in favour of either. 

An inhaler is a dangerous instrument in the 
hands of one who does not know how to use it, 
and who is not able to recognise symptoms of 
over-dosage when they occur. But in similar 
hands a piece of lint and a drop-bottle may be 
equally dangerous. Ckloroformistus fit non nascitur. 

Details of administration . — Prelimina ry. —No 
solid food should be given within four hours of 
an operation ; but within an hour or so a little 
Valentine’s juice or strong meat essence should 
be administered. The rule against giving solid 
food is well recognised, yet it should also be 
considered that a child who has already fasted 
for four hours, and who then undergoes a lengthy 
operation, will probably be unable to retain any 
nourishment for many hours owing to the vomiting 
which almost necessarily follows. Hence the 
necessity of giving some concentrated and easily 
absorbed nutriment before the hour of operation. 

I am strongly opposed to the practice of giving 
brandy immediately before an operation. It 
appears to me to increase the tendency to vomit 
during the operation, and also to prolong the after 
vomiting. Moreover, I object to giving chloro¬ 
form to a patient already sleepy and stupid from 
the effects of alcohol; and for a similar reason I 
consider a preliminary injection of morphia un- 
advisable. The bowels should be well cleared by 
means of a laxative, followed, if necessary, by an 
injection of glycerine and olive oil aa 51'j. 
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Time of operation .—It is advisable in the case 
of children who undergo operations of expediency 
to avoid, as far as possible, altering the ordinary 
meal-time merely in order to suit the convenience 
of the operator. Intelligent children always want 
to know why they are fed at unreasonable hours, 
and when their curiosity is checked by evasive 
replies, or they learn that the doctor is coming, 
they are apt to become frightened. Their di¬ 
gestive processes seem thereby arrested. I have 
often been surprised at the large amount of ab¬ 
solutely undigested food vomited during an opera¬ 
tion, knowing that none had been given for four 
hours previously; but have been told that the 
child has guessed that something unusual was 
pending, and has been nervous and anxious to 
learn what was in store for it. 

Table requisites. —The chloroforraist should have 
close at hand a tray containing— 

(1) Anaesthetic ether, with apparatus for use and 
a spare face-piece. 

(2) Restoratives: ether for hypodermic use, 

brandy, ammonia, nitrite of amyl. 

(3) Hypodermic syringe, the action of which 
should always be tested before the 
operation. 

(4) Gag and tongue forceps. 

(5) The faradic battery should be placed ready 
for use in some convenient position. 

On the table the dorsal position should be 
secured if possible; the head should be turned to 
one side, and slightly raised on a low hard pillow. 
A soft pillow is objectionable because it obstructs 
the supply of air and also hides the face. 

If, however, the nature of the operation excludes 
the dorsal position, it is best to place the patient 
from the first in the position which he will be 
compelled to occupy during the operation, or, at all 
events, to gradually effect the change rather than do 
so suddenly at the moment when he is considered 
under. Such sudden changes in position are 
dangerous because they may interfere with the 
mechanics of respiration, and ^hus lead to the 
absorption of an overdose. 

Clothing .—A loose flannel gown should be worn 
over the night-dress, and both should open down 
the back so as to expedite removal; all strings and 
buttons should be unfastened before commencing 
to give the anaesthetic. A single blanket should 
be tucked round the patient loosely, so as to 


prevent interference with the respiration, and also 
to allow the chloroformist to insert his hand easily 
beneath it in order to feel the chest or wrist. 

In giving chloroform two conditions are essential: 
—Light for the chloroformist Air for the patient 

Chloroform cannot be given satisfactorily, much 
less safely, unless the anaesthetist has a good view 
of the patient’s features. The condition of the 
pupils and—more important still—the changes of 
colour in the cheek and lips, on the observation of 
which so much depends, cannot be watched if the 
patient’s face remains in shadow. Some operators, 
—like the heroes in melodrama—selfishly absorb 
all the limelight to themselves, but such conduct 
should be discountenanced in the operating 
theatre. 

Air for the patient. —Crowding at the bed head 
should be strictly prohibited. The presence of a 
number of interested spectators craning over each 
other’s shoulders, and peering under each other’s 
arms, obviously renders it impossible to give 
chloroform with a due admixture of air. 

When the operation is on the trunk, assistants 
and nurses should stand below the operator. The 
operator himself should work, if possible, with his 
face towards that of the patient, never with his 
back turned in that direction, for in the latter 
position he is obliged to place his elbow across 
the patient’s chest. However careful the operator 
may be not to exert any pressure, the chloroformist 
is in constant anxiety lest he should unconsciously 
do so; and also the position obscures the view of 
the respiratory movements. 

Feeling the pulse .—Even were it possible to 
systematically feel the pulse whilst chloroform is 
given by means of an inhaler, I believe it is quite 
unnecessary to do so. Out of curiosity, I have 
frequently tested the pulse in all conditions of 
chloroform narcosis, but never with a view to 
gaining information which was not equally afforded 
by the condition of the respiration and colour of 
the face. 

If a patient turns pale or blue, and his respira¬ 
tion becomes faulty, it is not necessary to feel the 
pulse in order to satisfy one’s self that asphyxia 
has been produced in some manner, or that an 
overdose of chloroform has been given. One may 
take it for granted that the pulse force, and per¬ 
haps rate, is somehow altered, but the condition 
of the pulse will not be materially altered without 
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the presence of signs of pallor, cyanosis, or 
respiratory failure, which are apparent to the naked 
eye. 

Snow evidently did not attach great value to 
indications of danger afforded by the pulse. It is 
true that he says (p. 89),* “ It is proper to pay 
attention to it not only during the first adminis¬ 
tration of chloroform, but also throughout the 
operation.” But he also says (p. 44), “ The pulse 
rarely becomes weaker or slower than natural under 
the influence of chloroform except from consider¬ 
able loss of blood, or when the patient is about to 
be sick.” And, again (p. 43), he says, “ The state 
of the pulse . . . affords no criterion of the amount 
of narcotism.” 

On more than one occasion when alluding to fatal 
cases in which a systematic watch on the pulse 
had been kept throughout, he makes the somewhat 
sarcastic remark, that the result was merely to be 
able to note the moment when it suddenly ceased. 


NOTES. 


The Ocular Complications in Diabetes In¬ 
sipidus. — By Howard F. Hansell, M.D. A 
review of the recent literature discloses but few 
references to polyuria as a cause of inflammation, 
or atrophy of the optic nerve or haemorrhages or 
patches of degeneration in the retina. The only 
papers that Leber quotes as bearing on the subject 
prior to the appearance of his article on “ Diseases 
of the Retina and Optic Nerve ” (in c Graefe and 
Saemisch’s Handbuch/ vol. v), published in 1877, 
are an article by Bader (‘ Oph. Hosp. Rep./ p. 291, 
1861), that contains a meagre account of the case 
of a man thirty-nine years old, the subject of dia¬ 
betes insipidus with monocular retinitis and 
vitreous haemorrhages, who eventually became 
blind in that eye from glaucoma, and another by 
Galezowski (‘Trait£ des Mai. d. Yeux/ p. 646, 
1871), in which he mentions that occasionally dia¬ 
betes insipidus is complicated by simple retinal 
haemorrhages that, in the cases observed by him, 
caused no disturbance of vision. On the other 
hand, numerous publications have appeared, deal- 
ng with the diseases of the eye dependent upon 

# ‘ On Chloroform/ 


diabetes mellitus, and it is well known that iritis, 
cataract, vitreous opacities, neuritis, retinitis, and 
retinal haemorrhages are caused by that disease. 
It is less positive, although apparently well sub¬ 
stantiated, that amblyopia, limitation of the fields, 
temporary hemianopsia, and nuclear paralysis of 
the muscles may have the same cause. 

Knies (‘The Eye in General Disease’) says: 
“ It is well known that diabetes insipidus is pro¬ 
duced by destruction of a certain part of the floor 
of the fourth ventricle. In almost all cases in 
which visual symptoms and polyuria are associated, 
the latter is a symptom of the same cerebral 
disease which has given rise to the former.” He 
refers to Heyden, Handheld Jones, David Ray¬ 
naud, and Gayet (‘Jahrb. f. Augenh./ 1875), an< * 
classifies diabetes mellitus, diabetes insipidus, and 
phosphaturia as similar disturbances of nutri¬ 
tion, and remarks, “ It is only when the abnormal 
products of disassimilation exert a toxic action 
that the symptoms appear which are so frequent 
in the terminal stages of diabetes.” 

A patient was recently admitted into the wards 
of the Jefferson Hospital, whose eye-ground pre¬ 
sented the retinal changes characteristic of albu¬ 
minuria in striking degree, with two exceptions, 
namely, the star-shaped figure, perfect in form and 
resembling in size and colour that commonly seen 
at the fovea in cases of Bright’s disease, was found 
below and to the nasal side of the disc, and 
about half disc diameter removed from it, and 
the papilla was swollen more than we usually find 
it in albuminuric retinitis. Round white patches 
of degeneration were scattered here and there 
throughout the fundus, and numerous small, round 
and flame-shaped haemorrhages and a slight 
oedema of the retina adjoining the nerve-head were 
prominent changes. The lens and vitreous were 
clear. V. The man was thirty-nine years old, 
and complained only of decreasing vision. The con¬ 
dition of the fundus of the right eye could not be 
learned, since the lens was cataractous and the ball 
atrophic, dating from an injury received many 
years before, that had completely destroyed sight. 
The urine, repeatedly examined, showed no trace 
of albumen or sugar, but was abnormally abundant, 
rich in phosphates, and of specific gravity varying 
but little from the healthy average. Upon 
admission he passed 79 ounces daily. Under con¬ 
stitutional medicinal treatment and regulated diet, 
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the phosphaturia disappeared and the amount of 
urine was reduced to 50 ounces in the twenty-four 
hours. 

The Philadelphia Polyclinic , Jan. 30th, 1897* 

The Surgical Treatment of Focal Epilepsy. 

—Sachs and Gerster contribute a paper on this 
subject to the 1 American Journal of the Medical 
Sciences ” for October, 1896. They draw the 
following conclusions : , 

1. Surgical interference is advisable in those 
cases of partial epilepsy in which not more than 
one, or at the utmost two years have elapsed 
since the traumatic injury or the beginning of the 
disease which has given rise to the convulsive 
seizures. 

2. In cases of depression or other injury of the 
skull, surgical interference is warranted even 
though a number of years have elapsed; but the 
prospect of recovery is brighter the shorter the 
period of time since the injury. 

3. Simple trephining may prove sufficient in a 
number of cases, and particularly in those in 
which there is an injury to the skull, or in which 
a cystic condition is the main cause of the 
epilepsy. 

4. Excision of cortical tissue is advisable if the 
epilepsy has lasted but a short time, and if the 
symptoms point to a strictly circumscribed focus of 
disease. 

5. Since such cortical lesions are often of a 
microscopical character, excision should be prac¬ 
tised even if the tissue appears to be perfectly 
normal at the time of operation; but the greatest 
caution should be exercised in order to make sure 
that the proper area is removed. 

6. Surgical interference for the cure of epilepsy 
associated with infantile cerebral palsies may be 
attempted, particularly if too long an interval has 
not elapsed since the beginning of the palsy. 

7. In cases of epilepsy of long standing, in 
which there is in all probability a wide-spread 
degeneration of the association fibres, every sur¬ 
gical procedure is useless. 

Ambulant Treatment of Fraetures. — M. 

Haudek recently exhibited a child to the K. K. 
Medical Association of Vienna, who had fractured 
the middle third of the femur three weeks before, 
and had been treated by the application of a 


Hessing fracture splint apparatus the ninth day, a 
combination of splints, pelvic band, and foot-piece, 
made over a plaster cast of the limb in extension, 
applied over a tricot stocking, and a bandage 
wound from the toes up to prevent oedema of the 
extremity. This apparatus, allowed him the use of 
his limb, so that he had not been confined to his 
room or bed at all. The time of recovery from a 
fracture is much shortened by this ambulant 
method of treatment. The callus formation and 
consolidation of the bone is much more rapidly 
accomplished, owing to better circulation, and any 
slight atrophy of the muscles is easily counteracted 
by massage. The ability to be up and about in 
the open air instead of remaining in bed favours 
recovery ; the appetite, digestion, &c„ continue 
normal, while there is none of the depressing 
effect on the spirits of a long confinement. Any 
one who has ever treated a fractured limb in this 
way is soon convinced of its many advantages over 
the usual methods. The child could stand and 
walk, if led by the hand, without pain, immediately 
after the light apparatus was applied, and in a day 
or two could walk alone, and even go up and down 
stairs. In sixteen days he could walk without the 
apparatus, and it was removed to allow this several 
times a day, with daily massage of the limbs. The 
joints were left free from the first. 

Wien, klin . Rundschau , January 17th. 


The Gensichen Diphtheria Antitoxin Case.— 

The meeting of the Berlin Medical Association,. 
December 16th, was enlivened by a discussion of 
this peculiar case. Dr. Gensichen of Vietz was 
taken with light diphtheria on the left side in 
November, 1895, and injected himself with the 
curative dose of serum No. 2 in his left flank. He 
stated that the local process healed without irrita¬ 
tion, showing that there had been no infection 
from a septic syringe, or anything of the kind. A. 
week later urticaria appeared and lasted about a 
week, and in three weeks small pimples made their 
appearance, developing slowly into large abscesses, 
which soon discharged a bloody pus, recalling the 
glanders of horses. These abscesses were limited 
to the region in which the injection has been made, 
for six months, when they spread to the other side 
of the body for the next half-year, and he still has 
some small ones. Virchow made a bacteriologic 
investigation with the results that only staphylococci 


Digitized by 


Google 


368 The CUnioal Journal.] 


NOTES. 


[March 31,1897. 


"were discovered, and no glanders microbes as might 
have been expected. The form of the abscesses 
he stated was peculiar; they passed through the 
cutis into the subcutaneous tissues, with which 
they communicated by a round, sharply cut hole. 
Anatomists met with similar experiences, he 
added, from post-mortem infection, with eruptions 
like this and copious discharges. Heubner con¬ 
sidered that the case was merely an attack of 
furunculosis, which had happened to be preceded 
by an injection of antitoxin. Baginsky also ex¬ 
onerated the serum, describing the case of a boy 
he had recently treated for the same affection, 
following a traumatism, but in his case there was 
no question of a preceding injection. Virchow, 
however, emphasised the fact that the first ab¬ 
scesses had occurred in the immediate vicinity of 
the injection, and not till afterward did they 
spread over the body. He considers, therefore, 
that the injection was directly responsible for 
them, but added that this did not mean the anti¬ 
toxin. The injection and the serum injected are 
two different things. Dr. Gensichen sent a de¬ 
scription of his case to the Bert. klin. Woch ., 
which published it with some editorial comment. 
A garbled account was reprinted in the daily 
papers, which induced Dr. Gensichen to write a 
correct account for his local paper. Ewald de¬ 
precated this publicity, and urged that such things 
should be kept within medical circles and not 
made into sensations for the daily press. He 
considered the case a staphylococcus infection, as 
frequently happens when the injection is not 
made with absolute aseptic precautions. 

Thcrap . Woch., December 27 th. 


Aids to Cerebral Localisation.— Dr. Eskridge, 
of Denver, offers as aids in localisation diagnosis 
a group of five speech defects, symptoms of inter¬ 
esting variety that might be almost indefinitely 
extended, but the more valuable are among the 
summarised below. 

1. If the lesion is in the foot of the left third 
frontal, Broca’s convolution in right-handed per¬ 
sons, and in the corresponding portion of the 
brain on the opposite side in the left-handed 
individuals, the patient wil 1 be unable to speak 
voluntarily, to repeat words after another, to 
read aloud, to think in speech, and in the 
majority of cases to write voluntarily or from 


dictation so as to be understood, but he cannot 
understand the speech of another. He usually 
will be able to use and understand gesture expres¬ 
sion. 

2. A lesion in the oro-lingual centre (lower por¬ 
tion of the central convolutions) will cause paresis 
or paralysis of the oro-lingual muscles, including 
the lower side of the face, and imperfect articula¬ 
tion ; but the patient will be able, with a decided 
effort, to repeat words after another, to talk 
voluntarily, to think in speech, and to write, 
although the letters may be imperfectly formed. 
There is, as a rule, no omission or transposition of 
letters or words unless the lesion is sufficiently 
extensive to affect the adjacent cortical centres or 
their commissural fibres. It is possible that this 
centre is bilateral; that a lesion on either side may 
give rise to somewhat similar symptoms, and that 
the loss of function in the affected muscles will 
not be completely abolished from a unilateral 
lesion. 

3. A lesion in the foot of the second frontal 
convolution on the left side in right-handed 
persons, or on the right side in left-handed indi¬ 
viduals (the probable orthographic centre), will be 
attended by disturbances in writing, consisting of 
inability to write from inability to spell. In the 
only case reported of this character the patient 
formed all the letters of the alphabet perfectly, 
but he omitted, transposed, and substituted letters 
to such an extent that his writing was unin¬ 
telligible. He wrote well if the words were spelled 
for him. 

4. A limited lesion in the posterior two-thirds 
of the first and second temporal convolutions will 
be attended by word-deafness, and inability to 
write at dictation, pure word-deafness. In a more 
exhaustive lesion in this region, mind-deafness 
with paraphasia and some disturbance in reading 
and writing will be added. The greater the 
extent of the cortical and subcortical areas 
involved the more marked the paraphasia and 
other symptoms of sensory aphasia. 

5. A lesion involving the angular gyrus and 
adjacent parts will cause word-blindness and 
inability to read, defects in writing, copying, and 
in speaking. In these cases paraphasia is often 
present. If the lesion affects the parts posterior 
to the angular gyrus, mind blindness may be added. 

University Med. Mag., January. 
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MALIGNANT DISEASE OF THE 
GALL-BLADDER AND BILE-DUCTS. 

A NOTE FROM THE CLINIC 

OF 

H. D. ROLLESTON, M.A., M.D., F.R.C P., 

Senior Assistant Physician and Lecturer on Pathology, 
St. George's Hospital. 


Malignant Disease of the Gall-bladder. 

This is by no means a rare disease, and has 
attracted plenty of attention ; Musser collected ioo 
cases, Courvoisier 103, and Siegert about the same 
number. These tables, of course, deal largely with 
the same individual cases. 

A glance at the bibliography attached to Siegert’s 
and Ames’s papers shows that the subject has no 
cause to complain of neglect. 

It is a striking fact that another annexe of the 
alimentary canal, the vermiform appendix, is never 
attacked by primary malignant disease. They are 
both frequently inflamed, and are both very liable 
to irritation and infection, the appendix more 
especially. Why one should be immune to 
malignant disease is a difficult question. Possibly 
some basis of an explanation may be found in the 
fact that the appendix is an atrophying relic of 
part of the gut, while the gall-bladder is part of a 
very extensively developed appendage, the hepatic 
diverticulum from the duodenum. The appendix 
contains a large amount of lymphoid tissue, the 
gall-bladder little, if any. Can the latter factor, viz, 
the possession of active lymphoid tissue providing 
phagocytes ready to defend the organ, play any 
part in the immunity from malignant disease ? 
This speculation is an interesting one, but there 
is little to support it. 

Malignant disease of the gall-bladder is practically 
always carcinoma. Musser * in his statistical 
analysis mentions three cases of primary sarcoma, 
and I have examined one case of primary spindle- 

■ * Musser, * Boston Med. and Surg. Journ^ vol. cxxi. 

Vol. IX. No. 24. 


celled sarcoma of the gall-bladder, making four in 
all. 

The description of malignant disease of the gall¬ 
bladder is therefore practically that of carcinoma 
of the organ. 

Histological structure .—Carcinoma of the gall¬ 
bladder varies much, both in the form of the cells 
and in their structural arrangement; it may be either 
columnar or spheroidal-celled. The cells may 
undergo colloid degeneration, or the cavities of 
the tubes lined by columnar epithelium may con¬ 
tain mucoid material without the cells showing any 
of the appearances of colloid degeneration. 

As to the arrangement, the columnar-celled 
carcinoma has a marked tendency to grow into the 
cavity of the gall-bladder as a villous or papilloma¬ 
tous growth ; but the essentially malignant part, 
where there is invasion of the deeper layers, does 
not show the same papillomatous arrangement 
and is a columnar-celled carcinoma of the ordinary 
type, containing a fair amount of fibrous tissue. 

Frequently a change of type of the carcinoma is 
visible, parts of the growth may be columnar-celled, 
others cubical, and other parts spheroidal-celled. 
This transition is seen in columnar-celled carcino¬ 
mata elsewhere, especially in duct cancer of the 
breast, and to a lesser degree in the intestine. In 
transitional parts the large epithelial cells may be 
so far modified as to appear flattened, and have 
then been described as squamous cells. 

The lining membrane of the gall-bladder is 
normally columnar epithelium; as the result of 
inflammation or irritation it may become replaced 
by round cells, but metaplasia never goes so far as 
to lead to cornification, and it is highly improbable 
that a true squamous-celled carcinoma showing 
keratinization should arise primarily in the gall¬ 
bladder, though in transitional parts the altered 
columnar cells may somewhat resemble squamous 
cells. 

Origin of growth .—In order to explain the 
origin of the two varieties, columnar- and spheroidal- 
celled carcinoma arising in the gall-bladder, it has 
been suggested that spheroidal-celled carcinoma is 
derived from the mucous glands in the wall of the 
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gall-bladder, while columnar-ceiled carcinoma is 
derived from the surface mucous membrane of the 
gall-bladder. This theory is unnecessary, since the 
change in type from a columnar- to a spheroidal- 
celled carcinoma can be seen in the same specimen, 
and also because there is no essential difference 
between the columnar cells of the surface mucous 
membrane and of the mucous recesses, depressions, 
or “glands” in communication with it. Again, 
in any given case of carcinoma it would be im¬ 
possible to prove anatomically from which it arose, 
as the parts would have become so extensively 
modified. 

It may be concluded that carcinoma, whatever 
its form, arises from the mucous membrane as a 
whole, and no conclusion as to whether either 
form of carcinoma arises exclusively from that 
forming the lining membrane of the gall-bladder 
or that passing into the glands is necessary or 
justified by our knowledge. 

It has been suggested that carcinoma of the 
gall-bladder begins as a papilloma,* which, like a 
polypus of the intestine, might be called an 
adenoma. Cases of pure papilloma of the gall¬ 
bladder are comparatively infrequent. There are, 
moreover, some cases of carcinoma of the gall¬ 
bladder which do not show any villous projection 
into the lumen of the cavity, but are limited to the 
infiltration of the wall and the surrounding tissues. 
Although it may happen sometimes there is no 
proof that the growth always starts as an adenoma, 
which subsequently takes on malignant growth. 
Carcinoma of the gall-bladder may, like carcinoma 
of the intestine, occur in two forms; (i) that 
projecting into the cavity of the gall-bladder like 
a fungating growth, or (2) that limited to an 
infiltration of the deeper parts. 

Situation of growth, —Courvoisier believes that 
the fundus is the commonest situation for the origin 
of carcinoma. This is explained by the fact that the 
fundus being the most dependent part, there is 
more irritation experienced here from the presence 
of calculi. When this is the starting-point, the 
gall-bladder readily becomes adherent to the sur¬ 
rounding structures. The growth may begin at 
the neck of the gall-bladder, and then give rise to 
obstruction, either by blocking the lumen, or by 


* Zenker, quoted by Musser, loc. cit. Aczel, * Virchow’s 
Archiv/ April 26th, 189 6 . 


spreading around the circumference of the narrowed 
gall-bladder, and giving rise to an annular stricture. 
As a result the gall-bladder may become tense and 
distended with fluid. 

The growth may, however, enclose the whole of 
the gall-bladder, so that it is difficult or impossible 
to say in what part it arose. The growth may 
form a thick covering completely replacing the 
gall-bladder, the situation of which is only deter¬ 
mined by its absence, or perhaps on section by 
the presence of some calculi in the centre of the 
growth. Such cases may indeed be mistaken for 
primary (massive form) cancers of the liver itself, 
the origin of the growth in the completely hidden 
gall-bladder being easily overlooked. 


Behaviour and Appearance of Carcinoma of 
Gallbladder. 


The columnar-ceiled form may project into the 
gall-bladder, and fill it with a villous or papillo¬ 
matous growth which easily disintegrates, and then 
somewhat resemb'es caseous pus or plaster-like 
material, imitating both in structure and in appear¬ 
ance that seen in psorospermosis of the rabbit's 
liver. As in other parts of the body the columnar 
form grows less rapidly than spheroidal-celled 
carcinoma, and spreads less extensively by the 
lymphatics, or by continuity into the substance of 
the liver, while the reverse seems true in spheroidal- 
celled growths, where proliferation is usually more 
exuberant. But a columnar-ceiled growth may 
spread by continuity into the liver substance, and 
then show a transition to the spheroidal-celled 
type. 

Haemorrhage from the villous growth into the 
gall-bladder very rarely occurs ; Musser says that 
haemorrhage from congestion occurred seven times 
in 100 cases. 

It has seemed to me that, as it would be natura 
to expect, colloid change occurs more commonly 
in the more chronic columnar celled growths than 
in the spheroidal-celled carcinoma. 

Extension of the growth by continuity. —As 
already mentioned, a large growth on the gall¬ 
bladder may directly invade the liver, and thus 
give rise to considerable hepatic enlargement. In 
one case that I saw the anterior surface of the 
gall-bladder was the site of a growth which invaded 
the liver substance, and gave rise to numerous 
secondary growths; the gall-bladder covered up 
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the growth completely. The growth did not pro¬ 
ject into the cavity of the gall-bladder, and it was 
not evident that the growth arose from its walls 
until a section was made through the anterior wall 
of the gall bladder into the liver substance. 
Generally, however, when the growth in the gall¬ 
bladder extends by continuity into the liver the 
tumour is conspicuous. 

The growth may spread by continuity along the 
cystic duct into the common bile-duct, or along 
the hepatic ducts into the liver, much in the same 
way that a growth at the bifurcation of the trachea 
may track along the bronchi and their lymphatics 
into the lung. In such cases it may be difficult to 
say whether the primary growth started in the bile- 
ducts, and then extended, or originated in the gall¬ 
bladder. 

When, as is more commonly the case, the 
growth begins in the fundus of the gall-bladder, 
it readily becomes adherent to the colon, and may 
open into it. Musser refers to this accident in 10 
cases. Fistulous communications between the 
colon and gall-bladder may, of course, be due to 
other causes, such as ulceration due to a gall-stone, 
but in 9 cases of colocholecystic fistulae collected 
by Murchison, 6 were the result of cancer of the 
gall-bladder. In like manner the carcinomatous 
gall-bladder may open into the duodenum, but 
this fistulous communication is less often seen in 
carcinoma than in cholelithiasis. If the growth 
involve the pylorus it may lead to pyloric 
obstruction, and so clinically simulate carcinoma 
of that part of the stomach. From the anatomical 
relations of the gall-bladder to the pylorus, this is 
more likely to occur when the growth is near the 
neck of the gall-bladder. 

The gall-bladder may, in very rare cases, also 
perforate into the peritoneal cavity or give rise to 
a localised abscess. 

Secondary growths. —The liver is the organ most 
frequently attacked, and is affected in about half 
the cases. If the growths are numerous the 
clinical aspect of the case will be that of malignant 
disease of the liver substance. Secondary growths 
in the lymphatic glands may compress the bile- 
duct and portal vein, thus setting up jaundice and 
ascites. 

Secondary growths may occur in other abdo¬ 
minal lymphatic glands, on the peritoneum, in the 
ovaries, and in the lungs. 


Relation of Carcinoma of the Gall-bladder and 
Gall-stones . 

Special interest attaches to the association of 
gall-stones and. carcinoma of the gall-bladder, in¬ 
asmuch as the calculi are generally thought to be 
the cause, whether by direct irritation or otherwise, 
of the neoplasm. That calculi are commonly met 
with in primary carcinoma of the gall-bladder is 
shown by numerous statistics. 

Musser, in 100 cases which he collected, found 
gall-stones recorded as being present in 69, and 
as definitely stated to be absent in 3. Courvoisier 
found calculi in 91 percent., Siegertin 95 percent. 

It has, however, been suggested that the calculi 
are secondary to the growth, and are the result of 
obstruction to the passage of bile or of other 
changes set up by the growth of carcinoma on the 
gall-bladder. 

Experimentally, moreover, it does not appear 
that bile is more likely to crystallise on stagnation, 
provided the gall bladder is aseptic. If calculi 
were the result of obstruction they would be found 
more frequently in carcinoma of the bile-ducts, 
where there is much more biliary obstruction than 
in the corresponding disease of the gall-bladder. 
But they are less frequent in the former condition, 
being present in 17 out of 35 cases, while in car¬ 
cinoma of the gall-bladder the percentage is about 
ninety. 

Apart from directly obstructing the exit of bile 
and mucus from the gall-bladder, a growth 011 its 
wall might hinder its contraction, or give rise to 
an abnormal secretion from its mucous membrane, 
or by breaking down lead to changes in the bile. 
In connection with the suggestion that a growth 
in the wall might alter the character of secretion 
of the gall-bladder, it is important to bear in mind 
that the cholesterine is probably derived from the 
mucous membrane of the gall-bladder, and not 
from the bile itself. Siegert # tried to settle the 
question where the presence of a growth in the 
gall-bladder gave rise to the formation of calculi 
by comparing the frequency of calculi found in 
primary and in secondary carcinoma of that viscus. 
In 99 cases of primary disease calculi were 
present in 94; while in 13 cases of secondary 
growths in its wall they were present in 2 only, 
or 15 per cent. In 3 cases of secondary growths 


* Siegert, * Virchow's Archiv,’ Bd. cxxxiii, p. 353. 
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that I have observed no calculi were present in 
any. These figures show that the mere presence 
of the growth is not enough to set up cholelithiasis. 
But it must be borne in mind that the relation of 
a secondary growth to the mucous membrane of 
the gall-bladder is not the same as that of a 
primary growth. A secondary growth generally 
starts under the serous coat, and may not invade 
the mucous coat; while a primary growth begins 
and produces the earliest changes in the mucous 
coat. 

The incidence of gall-stones in 15 per cent, of 
cases of second growths in the gall-bladder is, 
however, in excess of that met with in routine 
post-mortem work. According to Kelynack, gall¬ 
stones occur in 6 to 10 per cent, of all cases; 
Brockbank, 6*5 percent, (males 3 per cent., females 
12 per cent.); Voelcker, 9*4 per cent. Schroeder 
in 1150 cases found gall-stones in 12 per cent. 
(4*4 per cent, males, 20 6 per cent, females). 
Naunyn quotes a number of observations varying 
from 5 to 12 per cent., but adopts Schroeder’s 
conclusions. 

Of Siegert’s 13 cases, 10 were males; so that 
the incidence of calculi is considerably in excess 
of the average for all cases, gall-stones being more 
frequent (3 : 2, 5 : 1) in women. 

It is possible that cancer of other parts of the 
body might specially predispose to cholelithiasis. 
Musser, in fact, considers that the cancerous 
diathesis favours the formation of calculi. 

Dr. H. B. Muir investigated this point, and found 
that in 103 patients dying in St. George’s Hospital 
with malignant disease of different parts of the body 
there were 13 with calculi, or 12*6 per cent.; of 
these 63 were males with 5 calculi, or 7^9 per cent.; 
40 were females, with 8 calculi, or 20 per cent. 

Muir’s figures do not show that cancer of the 
body generally predisposes to gall-stones, or only 
to a very slight degree; at any rate, there is no 
special relation. 

Any increase in the percentage of gall-stones 
that may occur in Siegert’s or in other statistics 
could be explained by the consideration of the 
facts (i) that gall-stones and malignant disease are 
both more frequent about the same time of life, 
viz. about 50; (ii) that there are factors in the 
condition of the patients that predispose to the 
formation of calculi, such as absence of exercise, 
rest in bed, and a diet containing little meat. 


There is undoubtedly a very definite relation 
between cholelithiasis and the development of 
primary carcinoma of the gall-bladder. But gall¬ 
stones are so commonly present without car¬ 
cinoma developing, that though they dispose to 
its occurrence, some additional factor is neces¬ 
sary. Possibly the part played by calculi is that 
of preparing the soil for the direct cause, whatever 
it may be, of carcinoma. That gall-stones may 
give rise to cholecystitis is undoubted, and by thus 
reducing the resistance of the gall-bladder they 
may be an indirect cause of carcinoma. On the 
other hand, gall-stones are due to catarrh of the 
mucous membrane of the gall-bladder, and it may 
be that cancer and gall-stones are both the remits 
of some forms of infection which have much in 
common. 

Sex —Malignant disease of the gall-bladder is 
very much commoner in women. 

Musser’s cases included 75 females and 23 
males ; Siegert found in 93 cases 79 females and 
14 males; while Ames gives the proportion of 
females to males as 4 to 1. 

This predominance of the female sex in carcinoma 
of the gall-bladder corresponds to their greater 
liability to gall-stones, which is calculated by 
Schroeder in proportion of 5 to 1, by Murchison 
3 to 2, Bouchard 100 to 66, Harley 2 to 1. 

The overwhelming majority of female patients 
among the subjects of gall-bladder carcinoma con¬ 
trasts with what holds in cases of carcinoma of the 
bile-ducts ; thus in 18 cases Musser found the sexes 
equally represented, and in 18 further cases that I 
have collected 12 were males and 6 females. In 
this connection it may be mentioned that gall-stones 
are less frequently associated with carcinoma of 
the bile-ducts ; thus in Musser’s 18 cases they were 
present in 11, and in my 18 cases 7 times. 

While primary carcinoma is much commoner in 
women, Siegert’s statistics of secondary growths in 
the bladder, though only 13 in number, showed that 
the male sex were affected in 10, or 77 per cent., 
and the female sex in 3, or 23 per cent. 

Age .—Frerichs described the disease as one of old 
age. In 20 cases collected by Villard 9 were over 
70 years of age. On the other hand, Musser found 
that the largest number of cases occurred between 
50 and 60, and that many more were met with 
before 60 than after that age. 

Symptoms .—The patient, as has been already 
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seen, is generally a woman between 50 and 60 
years of age, who has suffered from gall-stones. 
The first thing noticed by the patient is a feeling 
of discomfort and heaviness in the right hypo- 
chondrium and parts around ; this may be fol¬ 
lowed by pain and by attacks of colic, indis¬ 
tinguishable from biliary paroxsyms. A tumour 
may be felt in more than half the cases in the 
situation of the gall-bladder, which is hard, some¬ 
times irregular, and may be tender. These may 
be called the local symptoms, and resemble those 
of cholelithiasis. As time goes on the growth 
extends to neighbouring parts, and then secondary 
growths may spring up; either or both of these 
tend to give rise to additional, or what may be 
called secondary symptoms. The liver may become 
invaded either by continuity or by secondary 
growths, and the clinical aspect of the case then 
becomes one of carcinoma of the liver. The bile- 
ducts may become invaded by direct extension of 
the growth or by pressure from without exerted 
by enlarged glands, situated either in the portal 
fissure or in the neighbourhood of the pancreas. 
Jaundice is thus set up, and the symptoms are 
those of primary carcinoma of the head of the 
pancreas or of the bile-ducts. The case then 
becomes one of cholaemia with dyspepsia, vomit¬ 
ing, constipation, or diarrhoea, alternating with 
obstinate constipation, though these symptoms 
may occur much earlier—before jaundice has set 
in, and while the disease is still confined to the 
gall-bladder. Muscular wasting and loss of 
strength follow, and eventually emaciation, ex¬ 
haustion, and cachexia become marked ; the 
biliary toxaemia giving rise to haemorrhages, de¬ 
lirium, coma, and death. 

Mayo Robson # says that jaundice may be due 
to catarrh of the ducts, but in that case it would 
not have the progressive character met with in 
malignant disease, but would tend to vary or even 
pass away. Microbic infection of the ducts may 
give rise to forms of cholangitis and febrile dis¬ 
turbance. The pylorus may become adherent to 
the carcinomatous gall-bladder, and thus the sym¬ 
ptoms of pyloric obstruction may be set up; this 
is more likely to occur when the neck of the gall¬ 
bladder is involved in the growth. 

Pressure on the portal vein by enlarged glands 


may be the cause of ascites, which may also be 
due to cancerous infection of the peritoneum. 
The growth in the gall-bladder may grow into 
the colon, and by compressing it give rise to some 
narrowing of the bowel. The growth has been 
infected by micro-organisms in the bowel, and 
suppuration in and around it set up.* There is 
some difficulty in determining the duration of the 
disease, since the early symptoms so closely re¬ 
semble cholelithiasis, with which it is so fre¬ 
quently combined. Probably it remains latent 
for a considerable time, but when jaundice and 
cholaemia have set in the fatal ending is near. 
Some cases end fatally very soon after definite 
symptoms have occurred; on the whole, perhaps, 
the average duration of the disease may be put 
down as six months. 

Diagnosis . — Malignant disease of the gall¬ 
bladder, especially in the earlier stages, when the 
growth is confined to the gall-bladder, is very like 
cholelithiasis, and since in the vast majority of 
the cases carcinoma develops subsequently to 
gall-stones, it is very difficult to say when malig¬ 
nant disease has begun. The enlargement of the 
gall-bladder is in favour of growth, especially if it 
is progressive and nodular. As time goes on, 
the cachexia, the presence of increasing jaundice, 
and, most positive evidence of all, secondary 
growths may appear and strengthen or decide the 
diagnosis; in instances where the liver is exten¬ 
sively invaded, a correct diagnosis may be im¬ 
possible. 

When the cancerous gall-bladder gives rise to 
pyloric obstruction, it may naturally be regarded as 
carcinoma of the pylorus. There will be an 
absence of the moveable pyloric tumour, but 
unfortunately this may not be felt in true pyloric 
cancer. The history of gall-stones and the pre¬ 
sence of jaundice point to a biliary origin for the 
stomach symptoms. 

Cancer of the bile-ducts and of the head of the 
pancreas may closely simulate some cases of gall¬ 
bladder carcinoma. In the former conditions the 
gall-bladder is more often distended and smooth, 
while in the latter the tumour is hard and solid, 
and maybe irregular. In malignant disease of the 
pancreas a tumour may be felt deeper in the abdo¬ 
men, and close to the spine. 


* Mayo Robson, * Brit. Med. Journ.,’ 1897, vol. i, p. 710. 


* Blanc and Leray, * Bull. Anat. Soc.,’ 

Digitized by Google 


Paris, 1897, p. 69. 





374 The Clinioal Journal.] DR. ROLLESTON — GALL-BLADDER AND BILE-DUCTS. [April 7,1897. 


Tumours arising from the parts around the gall¬ 
bladder, such as an hydatid cyst, a tumour of the 
right kidney, or more rarely one from the right 
supra-renal body,* may simulate carcinoma of the 
gall-bladder; or one of these conditions may be dia¬ 
gnosed when the growth is really in the gall-bladder. 

Treatment .—The prognosis and treatment may 
be considered under two heads: (i) from a 
medical, and (2) from a surgical point of view. 

The disease being necessarily fatal unless it can 
be removed, medical treatment is merely palliative, 
and resolves itself into the relief of pain and dis¬ 
comfort by morphia and opium, lessening vomiting 
and nausea by bismuth, hydrocyanic acid, and 
morphia, combating constipation and preventing 
intestinal fermentation by mercury, salol, or other 
antiseptic remedies. Under such treatment the 
prognosis is of the gloomiest. 

Surgically, if the growth be removed and there 
are no secondary growths, the prognosis is much 
more hopeful. Mayo Robson t removed a cancerous 
gall-bladder with part of the adjacent liver sub¬ 
stance which contained growth, and the patient 
completely recovered. 

Cholecystectomy for malignant disease has also 
been performed by Elliott and by Watson, in the 
former case one quarter of the entire liver being 
removed. J 

The success of the operation depends on the 
absence of secondary growths, and this cannot be 
positively excluded before the abdomen has been 
opened. 

The diagnosis of carcinoma of the gall-bladder 
being difficult, cases occur in which laparotomy 
is undertaken with a view of relieving cholelithiasis, 
and carcinoma of the gall-bladder is found perhaps 
in an early stage. Such cases are the most 
favorable for cholecystectomy, and the prognosis 
most hopeful. 

Malignant Disease of the Larger (Extra- 
hepatic) Bile-ducts. 

Malignant disease of the larger or extra-hepatic 
bile-ducts is probably not so rare as has been 
thought, and as would be gathered from the 
number of recorded instances. Some of the cases 
described as malignant disease of the lesser omen¬ 
tum probably originated in the bile-duct. Car- 

* Mayo Robson, loc. cit. 

f * Trans. Roy. Med. Chir. Soc.,' vol. Ixxix, p. 159. 

X ‘ Boston Medical and Surgical Journal/ July 16th, 1896. 


cinoma of the pylorus may, of course, spread up 
into the gastro-hepatic omentum, but if there is no 
primary source such as this for carcinoma of the 
lesser omentum, the common bile-duct should be 
carefully examined. 

Again, some of the cases described as primary 
malignant disease starting in the portal fissure and 
involving the bile-ducts, may well have started in 
their walls. 

In other instances a slow-growing fibrous car¬ 
cinoma of the bile-ducts has probably been 
described as a simple cicatricial stricture, and to 
the naked eye there may be such a resemblance 
that a microscopic examination is necessary to 
settle the question. 

Malignant disease may attack any part of the 
larger bile-ducts, but it is much more frequent in the 
common bile-duct than elsewhere. Thus, in 35 cases 
the common bile-duct was affected 29 times, the 
hepatic ducts alone four times ; the cystic duct 
twice—in one of them together with the common 
hepatic duct, and in the other case there were two 
apparently distinct growths, one in the cystic duct, 
the other at the lower end of the common bile- 
duct. It may occur at the commencement of the 
common duct, where the cystic duct joins it. 
When the hepatic ducts are affected the gall-bladder 
should not be enlarged unless the cystic duct 
becomes involved as well. When the hepatic 
ducts are attacked close to the liver the condition 
merges into primary carcinoma of the liver arising 
from the intra-hepatic ducts. When the cystic 
duct alone is affected the condition is much the 
same as carcinoma of the neck of the gall-bladder, 
and is therefore more conveniently grouped with 
cancer of the gall-bladder. The lower end of the 
common bile-duct is, however, the more frequent 
situation for carcinoma ; in seventeen cases of which 
I have notes of its situation it occurred here in ten. 

Carcinoma of the lower end of the bile-duct may 
spread to the head of the pancreas, and so present 
much the same naked-eye appearances as carcinoma 
of the head of the pancreas involving the common 
bile-duct. It is probable that some cases described 
as carcinoma of the head of the pancreas in 
reality started in the bile-duct; microscopic exa¬ 
mination shows that pancreatic carcinoma is 
spheroidal-celled, while that of the bile-duct is 
almost always columnar-celled, and thus provides a 


criterion for deciding this in any doubtful case. 
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Before opening into the duodenum the common 
bile-duct joins with the main pancreatic duct; this 
common portion is, perhaps rather unnecessarily, 
called the ampulla or diverticulum Vateri. Nor¬ 
mally its mucous membrane is thrown into folds, 
and thus appears rougher than the common bile- 
duct, but is not dilated except under pathological 
conditions, such as impaction of a gall-stone. 
Together with Dr. Cyril Ogle, I have examined a 
large number of bodies with reference to the nor¬ 
mal anatomy of the part, and have never found any 
dilatation except under marked pathological condi¬ 
tions. Carcinoma may attack its lining mucous 
membrane, or may spread to it from the lower end 
of the bile-duct, or perhaps from the termination of 
the pancreatic duct. Hanot* regarded carcinoma of 
the ampulla of Vater as distinct from carcinoma of 
thelowerend of the bile-duct or, as it is called, juxta- 
ampullary carcinoma of the common bile-duct. But 
as there is no important anatomical difference be¬ 
tween the lower end of the common bile-duct and 
the so-called ampulla of Vater, as carcinoma of both 
these parts is the same, viz. columnar-celled, and 
lastly, as the clinical symptoms are alike, there 
seems no very good reason for separating them. 
It may be noted in passing that carcinoma may 
attack the mucous membrane of the duodenum at 
the level of the biliary papilla, and thus obstruct 
the outflow of bile. This condition is, of course, 
quite different from the forms of intrinsic carcinoma 
of the biliary passages previously mentioned, and 
should not be confounded with carcinoma of the 
so-called ampulla Vateri. On the other hand, 
we must not forget that malignant disease may 
spread to the bile-ducts from the gall-bladder, or 
more rarely from the pancreas. 

To recapitulate,carcinoma of the bile-ducts at their 
exit from the liver merges into primary carcinoma 
of the liver; carcinoma of the cystic duct resembles 
malignant disease of the gall-bladder ; some cases 
of carcinoma of the common bile-duct have pro¬ 
bably been described as cancer of the gastro- i 
hepatic omentum ; and carcinoma of the lower end j 
of the bile-duct may closely resemble that disease I 
of the head of the pancreas. The disease is pro- j 
bably, therefore, less rare than is usually thought. 

Pathological anatomy and structure .—The growth 
is always a carcinoma, and in nearly all the cases 
is columnar-celled. In 18 cases collected by 

* Hanot, * Archiv. gen. de Med.,’ Nov., 1896, p. 547. 


Musser the growths were all columnar-celled ; of 
16 other cases that I have since brought together, 

14 were columnar-celled. The white growth 
projects into the lumen of the canal as a papil¬ 
lomatous or villous tumour, and may thus block 
the lumen; at the same time the submucous 
layer is infiltrated with the growth, which creeps 
round and gives rise to an annular stricture. The 
tumour is white and firm on section, and sluw- 
growing ; mucoid distension of the alveoli occurs 
not unfrequently. Much more rarely colloid 
degeneration is met with. A transition of type 
from columnar- to spheroidal-celled carcinoma may 
be seen, but it is much less frequent than in the 
case of gall-bladder carcinoma. It is possible that 
the growth may sometimes begin as a papilloma 
and that subsequently it may become malignant. 

By extension the growth may infiltrate the 
adjacent structures, such as the omentum, pan¬ 
creas, or liver. Secondary growths occur most 
often in the liver, but also in the adjacent lym¬ 
phatic glands and peritoneum; in the latter 
situations it may be the cause of ascites. In 36 
cases in which the sex is recorded, 21 males and 

15 females were affected. This shows a marked 
contrast to carcinoma of the gall-bladder, in which 
females are attacked four times more frequently 
than males. In these 36 cases, gall-stones were 
present in half, whereas in carcinoma of the gall¬ 
bladder the percentage is much higher, the highest 
estimate being 95 per cent. (Siegert), and the 
lowest 69 per cent. (Musser). The liver is but 
little enlarged ; it shows dilatation of the bile- 
ducts—first with bile, later with mucus,—atrophy, 
and some focal necrosis of the liver cells, and is 
green in colour. Cirrhosis starting from the bile- 
ducts may be present or may be absent; its 
occurrence does not seem to be necessarily due to 
microbic infection, but may be rather of the nature 
of replacement fibrosis. Microbic infection may 
give rise to biliary cirrhosis, or if more acute, 
suppurative cholangitis and febrile disturbance. 

Symptoms .—The onset is marked by jaundice, 
which is necessarily always present; it steadily 
progresses, and eventually becomes dark-green or 
black. This leads to gastro-intestinal symptoms, 
dyspepsia, vomiting, and constipation, which may 
alternate with diarrhcea. The symptoms are largely 
those of jaundice combined with progressive loss 
j of strength and flesh. Attacks of biliary colic, 
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which may be due to cholelithiasis, but may be 
independent of the presence of calculi, are met 
with occasionally; this pseudo-g all-stone colic may 
be explained as due to the irritation of the growth, 
and is sometimes seen in malignant disease of the 
head of the pancreas. 

Pain of a dull character may be present in the 
right hypochondrium, but is not usually a marked 
symptom. The gall-bladder tends to become dis¬ 
tended as a result of backward pressure, and in 
about half the cases is palpable as a uniform 
smooth tumour. The smooth surface is important 
in distinguishing it from primary carcinoma of the 
gall-bladder. 

The liver is little or not at all enlarged, and 
secondary growths are seldom felt during life. 
They may, however, by pressing on the portal vein 
or invading the peritoneum give rise to ascites. 

The progressive jaundice usually lasts about five 
or six months, the patient’s condition is one of 
depression, the temperature being subnormal, un¬ 
less some secondary infection occurs. The sym¬ 
ptoms of biliary toxaemia precede death, which may 
be from exhaustion, coma, or delirium. Haemor¬ 
rhages into the skin and severe itching, when they 
occur, are due to this toxic condition of the blood. 

Diagnosis .—Carcinoma of the bile-ducts cannot j 
be distinguished from primary carcinoma of the ! 
head of the pancreas spreading to and obliterating | 
the common bile-duct; in fact, the conditions may 
exactly resemble each other both clinically and at 
the post-mortem examination. 

Impaction of a gall-stone in the duct gives rise 
to jaundice, which, however, is usually not so deep 
as in this form of malignant disease ; for this reason 
the jaundice may persist for years, while as time 
goes on, it may lessen. The constant pressure 
of the calculus from within may lead to ulceration 
and dilatation of the duct at the point of impaction, 
and so allow bile to trickle past into the duodenum. 


bladder, and the fact that although of considerable 
duration the jaundice was not very deep or 
progressive. 

In malignant disease of the gall-bladder the 
symptoms will only resemble those of primary 
disease of the duct when there is either an exten¬ 
sion of the growth to the duct or a secondary 
growth pressing on it. The condition then will 
practically be malignant disease of both of them. 

In malignant disease of the liver, whether 
primary or secondary, with jaundice, the history of 
the case, and the facts that the liver is considerably 
enlarged and manifestly infiltrated with growth, 
and that the jaundice is not so extreme, will serve 
to differentiate it from primary carcinoma of the 
ducts. 

Treatment. —The medical treatment is merely 
palliative, and consists in relieving symptoms as 
they arise, such as dyspepsia, constipation, and any 
pain. 

The cholaemia, which is responsible for the 
rapidly fatal course of the disease, might, when the 
common bile duct is alone affected, be relieved 
by uniting the gall-bladder to the duodenum or 
small intestine; but our experience of surgical 
treatment of malignant disease of the bile-ducts 
has yet to be gained, and the possibility of this 
theoretical form of treatment proved. 

CHLOROFORM NARCOSIS IN 
CHILDREN. 

By LEONARD G. GUTHRIE, M.D., M.R.C.P., 

Physician to Out-patients (late Chloroformist), 
Paddington Green Children’s Hospital. 

Part III. 

In giving chloroform to a child it is necessary to 
consider his condition, both mental and physical. 


It has been pointed out by Courvoisier, Terrier, 
and others that the gall-bladder is seldom distended 
in cholelithiasis, while it generally is when jaundice 
is due to pressure exerted from without on the 
ducts This is due to cholecystitis being so fre¬ 
quently associated with or preceding cholelithiasis. J 
The following points then would be in favour of ' 
cholelithiasis : the history of colic immediately pre- | 
ceding the onset of jaundice, the long duration of j 


no less than the nature of the operation to be per¬ 
formed, its expediency or necessity, and so forth. 

But before proceeding on these points it will be 
best to say a few words on the normal conduct of a 
healthy child during chloroform narcosis . 

Healthy infants and young children resist so un¬ 
usual an interference with their comfort as the 
administration of chloroform. I have tried over 
and over again to chloroform healthy babies whilst 


the illness, the absence of enlargement of the gall- j asleep, for circumcision, cautery of a naevus, or 
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some such operation, but never with success : they 
soon awake and testify with all their vocal and lung 
power that they are alive to the process. They 
will scream passionately and fight lustily as soon as 
they experience the first whiff* of chloroform, and 
they will continue to do* so until the first fall 
from consciousness to unconsciousness occurs. 
In such healthy young children this gap in con¬ 
sciousness is signified by instantaneous cessation of 
their screams and struggles. Whilst the stage of 
excitement lasts, chloroform may be given fear¬ 
lessly, for it is exhaled with their screams almost as 
fast as it is inhaled; but the instant the*struggling 
and screaming cease, the inhalation should be at 
once stopped, and a pause of a few seconds should 
be made in order to give the child time to recover 
from its exhaustion. However healthy the child 
may be, there is danger in pushing the anaesthetic 
at this stage, for an overdose is only too easily 
given. 

After the excitement stage is over, the condition 
which immediately ensues is that of natural sleep. 

This condition of deep sleep strongly resembles 
that of an adult when considered sufficiently under 
the anaesthetic for the operation to be commenced. 

The pupils are contracted, the eyeballs converge, 
the conjunctival reflex is usually abolished, the limbs 
are flaccid, a moderately sharp pinch is not felt, 
and the breathing becomes quiet, slow, and even, 
whilst the pulse, often exceedingly rapid during the 
excitement stage, becomes slow and regular. 

It is unsafe to push the chloroform during this 
condition of sleep. The reason of this is, possibly, 
that during sleep a moderate dose of chloroform 
may become excessive, because the force of inha¬ 
lation exceeds that of exhalation at such times. 

It is unnecessary to withhold the chloroform 
altogether, but it should be given as gently as pos¬ 
sible, whilst attempts are made to wake the child 
and stimulate its respiration by brisk friction of the 
ribs with the knuckles. 

Some would ask the operator to make a prick 
with his knife at the site of the preliminary incision. 
This usually has the desired effect, and the 
practice has also the advantage of convincing an 
impatient surgeon who paces restlessly about the 
room, and asks every few seconds, “ Is the patient 
ready yet ? ” that his time is not being unduly 
wasted. But the method is not altogether free 
from danger. 


It is usually easy to say when the patient is not 
under, but not always so easy to say when he is. 
The condition of the conjunctival reflex in chil¬ 
dren is too variable to be relied upon as a test. 
As I have said, it is commonly absent in deep sleep; 
whilst, on the 'other hand, it may be present or 
even brisk throughout an anaesthesia which in 
every other respect appears profound. Contrac¬ 
tion of the pupils, with convergence and fixation of 
the eyeballs, are simply signs of deep sleep. 

In profound and normal anaesthesia the pupils 
are but moderately contracted, the eyeballs roll 
slowly but unceasingly in their sockets. Respiration 
is full, deep, regular, and somewhat stertorous. 
Expiration is as complete and forcible as inspira¬ 
tion ; the colour of the face and lips is full, even to 
slight congestion. The pulse is regular, somewhat 
slow, and of good volume. None of these condi¬ 
tions is changed by the details of the operation. 

Such profound anaesthesia can easily be kept up 
for a prolonged period without much expenditure 
of chloroform. But in a short operation, such as 
circumcision, it is unnecessary that the anaesthesia 
should be deep except during the first and only 
painful part; whilst in a long operation it is unad- 
visable as well as unnecessary. The object in 
giving chloroform is the prevention of pain. Many 
of the steps in a long operation are painless, there¬ 
fore it is unnecessary that the anaesthesia should be 
profound for these, whilst it is obviously unadvis- 
able to give more chloroform than is necessary, 
however satisfactory the patient’s condition may 
appear. 

On the other hand, it is essential that anaesthesia 
should be perfect during all painful steps in the 
operation, and above all, in such as are believed 
to produce shock. 

The chloroformisl’s position during a long ope¬ 
ration resembles that of a skilful engine-driver,’who 
economises his steam whilst on a level, or going 
down hill, in order to use it for the next ascent. 
The hills in an operation are the painful and 
shock-producing stages; the chloroformist should 
always be aware of their proximity, and should 
assist his patient in surmounting them by giving 
him more chloroform. 

This is directly contrary to the usual teaching— 
that the chloroformist should be deaf and blind to 
all that goes on around him, and should give his 
undivided attention to the patient’s present con- 
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dition under the anaesthetic ; and different schools 
hold that this undivided attention should be paid 
to the respiration or pulse alone, or to the condi- , 
tion of both combined. Yet as I am convinced 
that the painful steps of an operation have a direct 
effect on the cardiac and respiratory functions j 
when anaesthesia is incomplete, I think that the 
chloroformist should have some cognizance of 
what is being done to his patient. Blind and 
deaf he undoubtedly should be to sights and 
sounds which have no bearing on his patient’s 
condition ; but the nature and probable duration 
of the operation are factors which directly affect 
the patient, and it is essential that he should bear j 
these in mind. 

Signs of coming round .—If chloroform is entirely 
withheld after the signs of profound anaesthesia 
already described have occurred,—the operation 
being still in progress — the next condition 
which ensues is again that of deep sleep. The 
stertorous, full, and deep respiration becomes 
less and less so, the pupils contract, the eyeballs 
converge and become fixed, the slight cyanosis 
gives way to healthy colour. One of two events 
commonly follows ; either the patient suddenly and j 
without the slightest warning wakes up, and a j 
loud cry and a vigorous kick acquaint every one in 
the room that the anaesthetist has been neglecting 
his duty, or else he becomes suddenly pale, not 
ghastly grey, but pale. Respiration becomes fainter 
and fainter and finally stops, the pupils dilate, and in 
a few seconds pallor gives way to lividity, the pulse 
suddenly becomes extremely rapid and small, 
there is heaving of the diaphragm, at first slight, 
then gradually increasing in force, watery mucus 
flows from the mouth, and the patient then vomits. 
Profuse perspiration usually accompanies this series 
of events or immediately follows. 

I mention these symptoms in detail, because 
they strongly resemble, though in miniature, the 
far more serious symptoms presently to be de¬ 
scribed, and they may be mistaken for signs of 
danger when they are really nothing of the sort, 
and require different treatment from the latter. 

The treatment of natural sleep in a patient 
coming round from chloroform, is precisely similar 
to that which is used in the sleep which succeeds 
immediately the stage of excitement. That is to 
say, sleep is an indication that more chloroform is 
required, yet it must be given warily, and respira¬ 


tion must be stimulated at the same time, in the 
manner already described (friction of the chest 
walls), lest an overdose be administered. In 
natural sleep, expiration is faulty as compared 
with inspiration, and thus the absorption of chloro¬ 
form exceeds its exhalation. 

If chloroform is thus given as soon as sleej> 
occurs, the vomiting stage may be averted, and 
deep anaesthesia again produced. Even later— 
when the premonitory heaving of the diaphragm 
appears to make vomiting imminent, it may be 
checked by firm pressure on the epigastrium, and 
further supply of the anaesthetic. 

If, however, the closure of the glottis which 
precedes vomiting has continued long enough ta 
produce marked cyanosis, it is perhaps best in 
most cases to confine one’s attention to catching 
the vomit and preventing its entry into the air- 
i passages. The asphyxia in these cases seems to 
I prolong the anaesthesia; at all events, even after 
| the most copious vomiting, unconsciousness to 
pain is still maintained. Vomiting should, as far 
1 as possible, be checked by further administration 
! of chloroform when heaving and retching may 
interfere with the success of the operation. One 
can often succeed in checking vomiting in such 
cases, without bad results, if careful to withhold 
the chloroform the instant the crisis appears over. 

The temperametit and mental condition of the 
patient are important points to be considered 
when chloroform is about to be administered. 

Lethargic children .—Special caution should be 
exercised in giving chloioform to these. As I 
have said, a healthy child resents actively the 
attempt to anaesthetise it, and is soon awakened 
out of sleep by a few whiffs of chloroform. But 
it is otherwise with the lethargic. Fat sleepy 
infants (generally described by their parents as 
good babies who never cry) sometimes show a 
depraved liking for the sweet taste of chloroform ; 
they will put out their tongues and suck greedily 
until they gradually doze off to sleep. They lie 
like logs, breathe slowly and shallowly, and do not 
scream. 

I Such patients do not change their reserve air; 

| their tidal air is at a low ebb, and their lungs 
I become surcharged by a very small percentage of 
chloroform. It is the same with older children 
who are naturally lazy, stupid, and apathetic. 

In making notes on chloroform cases I used 
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to indicate by a symbol the presence or absence 
of struggling and excitement, and I find that 
dangerous symptoms were most apt to occur in 
those who struggled and cried but little, or not 
at all. 

So with babies who- do not cry lustily and 
thereby oxygenate their lungs, I have been in 
the habit of producing the desired result by 
giving a sharp pinch to some soft portion of the 
body before proceeding to push the anaesthetic. 

Children who are old enough to understand may 
be encouraged to try to blow away the face-piece, 
and thus take long breaths. Care should be exer¬ 
cised not to supply the chloroform until breathing 
is satisfactory. The danger is in all cases that of 
over-absorption. 

Frightened children .—Children often arrive at 
the operating table in a state of abject fear. Their 
feelings have usually been wrought upon by the 
remarks of their more experienced fellow-sufferers 
in the ward. For an unholy joy always prevails 
amongst the inmates of the children’s ward when 
it is known that one of their number is to have 
“ chloroform.” 

The signs of fear are usually obvious enough, 
but not always so. 

Children brought up in large industrial asylums, 
or in families where strict discipline is maintained, 
are accustomed to restrain all outward show of 
feeling, and will endure injustice or suffering with¬ 
out complaint. Such children come like lambs to 
the slaughter, but their rapid pulse and fleeting 
colour, shallow quick respiration, working alae nasi 
and whispering voice, tell the tale of repressed 
agony. 

It is obviously cruel as well as dangerous to 
proceed to chloroform them at once. A few 
moments can always be profitably spent in restoring 
their peace of mind. They should also be allowed 
to hold the mask themselves, and be encouraged 
to gradually bring it nearer and nearer to their 
face, whilst chloroform is given with the utmost 
gentleness. 

Another class of cases requiring somewhat 
different management are the passionate and 
unruly. 

Such children are accustomed to meet any in¬ 
terference with the object of their desires by 
exhibiting a frenzy of puny rage. Coaxing and 
persuasion are thrown away upon them, and the 


only way to treat them is to hold them, head and 
foot, keeping the mask firmly over their mouth 
and nostrils, but, of course, giving no chloroform. 
They will commonly give some trouble by obsti¬ 
nately holding their breath until they become 
black in the face. Soon, however, they are obliged 
to take breath, and they then explode into one 
mighty howl, which both clears and oxygenates 
the lungs, and leaves room for the chloroform. 
By this time they are usually mastered, and find 
that the discomfort of holding their breath is more 
than that of inhaling the chloroform. Still, it is 
important in these cases not to give the anaesthetic 
until they have taken at least one long breath of 
fresh air, and also to give it with extreme modera¬ 
tion whilst they are exhausted by the effects of 
struggling and asphyxia combined. 

Voluntary holding of the breath should be care¬ 
fully distinguished from involuntary, which arises 
when the chloroform is given too strong, and 
without the admixture of air (spasm of glottis). 


Spasm of the Glottis and other Forms of Asphyxia 
under Chloroform . 


As already stated, chloroform first stimulates 
respiration by irritating the nasal, laryngeal, and 
pulmonary vagal nerves. Stimulation is followed 
by paralysis of these nerves in succession, and 
finally by paralysis of the respiratory centre itself. 

When chloroform is given in too concentrated a 
form from the first, the immediate result is in¬ 
voluntary holding of the breath, due to complete 
spasm of the glottis. It is indicated by sudden 
stoppage of respiration, rapidly increasing cyanosis, 
with struggling, dilatation of the pupils, an ex¬ 
pression of terror and anxiety about the face, which 
is totally different (although words cannot describe 
the distinction), from the facial expression accom¬ 
panying voluntary holding of the breath to which 
I have before referred. The former occurs in the 
early stages of chloroform narcosis before uncon¬ 
sciousness has supervened. 

At such times enough chloroform has not 
entered the circulation to produce either a 
stimulating or the reverse effect upon the nerve 
centres. Also, so long as struggling and holding 
the breath continue, chloroform is unable to enter 
the system at all. So struggling and holding the 
breath are safeguards against the entry of chloro¬ 
form in toxic doses. 
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Both Snow and the Hyderabad Commission, and 
indeed almost all who have dealt with the subject, 
are agreed that the chief danger which attends 
involuntary holding the breath is the gasping 
which sooner or later follows, and leads to the 
absorption of an overdose. 

Yet there is another danger which must not be 
ignored. Considering the well-known fact that 
patients have died of fright syncope, when no 
anaesthetic whatever has been administered, or 
when eau de Cologne and not chloroform has been 
inhaled, we can easily understand that the fright 
caused by the feeling of besoin de respircr may 
produce fatal syncope.* 

It must be remembered that involuntary holding 
of the breath occurs in the early stage of narcosis, 
when consciousness is fully maintained. 

Only those who have experienced this besoin de 
respirer under chloroform are aware of its horrors. 

For those who dislike the discomfort of dying 
rather than the prospect of death itself, the actual 
danger of death from fright is perhaps slight. 
But for those who are already in terror of 
dying under chloroform, the feeling of inability 
to draw breath, and of impotence to convey their 
sensations to the chloroformist, may produce 
failure and dilatation of the heart already struggling 
against obstruction.! 

* A chloroformist once adopted the close method of 
administration on myself. He saturated several layers of 
lint with chloroform, covered the lint with a towel, then 
holding the lint within an inch of my nose he closely 
enveloped both nostrils and mouth with the towel, so that 
I breathed nothing but chloroform. After a few long 
breaths I felt suddenly that I was being suffocated, I 
struggled and tried to make signs that this was so, but 
all to no purpose. Then, whether struggling or not I 
cannot tell, I felt that I could not move hand or foot, and 
gave myself up for lost. At this moment I felt the 
apparatus removed from my face. The sensation of the 
delicious breath of fresh air which followed was like that 
experienced on coming to the surface after a long swim 
under water. 

I remember nothing more till I woke to find the opera¬ 
tion over. But I resolved that even if, as in my own 
case, such a method of administration might be safe, still 
I would endeavour to save my patients from such agony 
of impending death as I had felt. 

f Snow, op. cit., p. 55, mentions a case in which the 
patient (not under chloroform) strained and held his breath 
until his pulse became intermittent and the action of the 
heart was temporarily suspended by the arrested breathing. 
He believed that in this case dilatation of the heart oc¬ 
curred. 


Apart from the fright syncope mentioned, there 
can seldom be much danger from the actual 
amount of asphyxia produced. Danger is impro¬ 
bable in the case of a healthy subject whose heart 
and respiratory capacity are normal. In a reverse 
case it is possible, just as the amount of temporary 
asphyxia produced by laryngismus stridulus, or 
hooping-cough, may occasionally prove suddenly 
fatal in weakly child-ien whose lungs are emphy¬ 
sematous and collapsed.* But in another class 
of cases involuntary holding of the breath may be 
dangerous, not so much from the amount of 
asphyxia produced, as from the fact that it is pro¬ 
duced in the presence of a considerable amount 
of chloroform already absorbed. Chloroform may 
often be given for several minutes without appa¬ 
rently producing much effect, either from tolerance 
of the drug which may exist on the part of the 
patient, especially if he be alcoholic, or else 

* It is so seldom that one witnesses a death from either 
of these two causes, that I interpolate the following case: 

A child xt. 4, who had suffered from hooping-cough 
for two weeks, was brought to see me at the Children’s 
Hospital, Paddington Green. Whilst running about at 
play in the waiting-room he was suddenly seized with a 
paroxysm. As the series of expiratory coughs ceased he 
did not hoop, but became blacker and blacker in the face, 
until the nurse noticed his condition and brought him 
hurriedly into my room. At the moment of his entry his 
face and lips were the colour of a blackheart cherry; his 
purple tongue, covered with froth, protruded from his 
mouth ; his pupils were widely dilated, and his eyes starting 
out of his head. He was evidently unconscious, but made 
a few feeble gasps. I had barely time to take the situation 
in when his whole aspect changed; the cyanosis suddenly 
disappeared, leaving his face a ghastly grey. He was dead, 
and all efforts to restore him to life were fruitless. Spasm of 
the glottis here prevented re-entry of air after all had been 
driven from his lungs by the cough, and heart failure 
dependent on asphyxia was the cause of death. 

This case is also worth giving because it illustrates a 
most important truth, namely, that in all cases of asphyxia 
death is invariably sudden, whatever may be the cause of 
the asphyxia. 

This rule holds good whether the case may be that of 
mechanical asphyxia, or of the neuro-paralytic, or more 
correctly toxaemic variety, and it is possible that want of 
recognition of this rule may have led to the inclusion of 
many cases under the heading “ primary syncope,” which 
should properly have been described as those of heart 
failure secondary to slow asphyxia. 

At the same time one cannot deny that individual cases 
may occur in which the heart fails so quickly under the 
most moderate amount of asphyxia produced under chloro¬ 
form, that the distinction is difficult to draw. 

I may refer to the case of congenital heart disease 
described above on this point. 
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because a large proportion of the chloroform is 
exhaled. 

Both chloroformist and the operator, and some¬ 
times even the patient, are apt to become 
impatient at the want of progress. The result is 
that a suddenly increased dose of chloroform is 
supplied, and produces at once spasm of the glottis 
or involuntary holding of the breath. 

Holding the breath prevents any more chloro¬ 
form from getting in, but it also prevents any from 
getting out. Previously to the overdose much 
chloroform has escaped in exhalation, but now it is 
all effectually locked up in the system, and there is 
danger of its reaching the respiratory centre in 
sufficient quantity to paralyse it. 

In addition, there is the specific effect of the 
chloroform stored up in the tissues upon the heart 
itself. If chloroform in large doses can directly 
stop the heart, it must also have a weakening 
effect upon it in moderate doses. 

If asphyxia alone is able to produce cardiac 
dilatation and failure,* the risk of such accidents 
must be doubly increased by the presence of chlo¬ 
roform in addition to asphyxia. It is not con¬ 
tended that the direct action of chloroform upon 
the heart is wholly to blame in such cases, but 
only that chloroform greatly increases the dangerous 
action of asphyxia upon the heart. It is here that 
the safeguard action of the vagus on which so 
much stress was laid by the Hyderabad Com¬ 
mission comes into play. “ Asphyxia stimulates 
the vagus, slows the heart, and prevents sufficient 
quantity of chloroform to paralyse the medullary 
centres from reaching them.” 

In Dr. Lawrie’s words (* Lancet/ June 21st, 1890, 
p. 1390), “it is not difficult to understand how 
slowing of the circulation necessarily retards the 
conveyance of chloroform to the medulla. For 
example, if the pulse is sixty, and sixty atoms of 
chloroform are conveyed to the brain in a minute, 
only thirty atoms a minute will reach the brain 
(other things being equal) if the pulse is reduced 
to thirty by stimulation of the vagus.” 

This explanation is, perhaps, a little too mechan¬ 
ical, for it implies that chloroform enters the 
circulation as so many particulate bodies, to be 
carried en masse according to the rate of the blood¬ 
stream, whereas chloroform as a vapour must to a 

# * Johnson, * Proc. Roy. Soc.,’ xlix, p. 144. 


certain extent diffuse itself throughout the circula¬ 
tion. Even if the blood rate be reduced to half¬ 
speed the delay in carrying chloroform to the 
medullary centres can only be a matter of a few 
seconds, for, as previously stated, elimination 
through the lungs has ceased. Yet even these few 
seconds may be of service by giving time for 
gasping to take place, or for an act or two of 
artificial respiration whereby the tension of chloro¬ 
form in the blood is diminished. 


Asphyxia from Paralysis of the Respiratory Centre . 


It has been stated that spasm of the glottis occurs 
in the early stages of anaesthesia, when absorption 
of a dangerous dose of chloroform is hardly likely 
to have occurred. It is conceivable that similar 
spasm might take place in a patient who has partially 
become conscious, when a sudden attempt is made 
to anaesthetise him again. But I have never 
observed true spasm of the glottis at the latter 
time, doubtless because the glottis is no longer 
irritable. When respiration ceases on such occa¬ 
sions, it is because the respiratory centre is over¬ 
powered by an overdose, the absorption of which 
is no longer prevented by the safeguard spasm of 
the glottis. 

Lawrie argued that artificial stimulation of the 
vagus is beneficial in such cases. In his experi¬ 
ment recorded in the 1 Lancet* for June 21st, 1890, 
a dog was chloroformed until respiration stopped ; 
the vagus was then irritated by electricity, causing 
a fall of blood-pressure, and reducing the pulse 
from 88 to 42. At the end of a minute breathing 
recommenced spontaneously. He attributed the 
recovery entirely to the slowing of the heart. 

When the experiment was repeated without 
irritation of the vagus the blood-pressure sank 
almost as low as it had done before, respiration 
did not return, and the heart gradually failed. 

Shore and Gaskell dispute Lawrie’s supposition 
that the fall of blood-pressure is in this manner 
itself a safeguard, on the ground that the smaller 
amount of chloroform conveyed to the medulla 
is more effective on the centres already suffering 
from want of sufficient blood-supply. “ The 
respiratory centre is better able to resist the 
paralysing action of chloroform when it is freely 
supplied with oxygenated blood, than when it is 
becoming exhausted by an insufficient supply of 


blood insufficiently aerated.” 
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“ The only safeguard action throughout is at the 
^commencement of chloroform administration, when 
we see struggling, stoppage of the heart, and 
holding of the breath ” (‘ British Medical Journal/ 
February 4th, 1893, P* 226). 

It is possible that electrical stimulation of the 
vagus may have been beneficial in another way, 
namely, by exciting the respiratory centre to 
action. 

In connection with spasm of the glottis, or 
involuntary holding of breath, must be mentioned 
another and far more important cause of mechanical 
asphyxia, to which Lord Lister has drawn attention, 
namely : 

Occlusion of the Larynx by folding together of the 
arytce.no-epiglottidean Folds. —The posterior portions 
of the latter approximate upon the base of the 
epiglottis, and thus prevent the entrance of air. 
This is a condition of paralysis rather than spasm, 
and occurs in a later stage of narcosis than does 
spasm of the glottis. It is indicated by a peculiar 
guttural stertor, and irregularity of the respiratory 
movements. It is easily distinguished from the 
normal stertor of chloroform narcosis, which is due 
to flaccidity and vibration of the soft palate. The 
condition does not imply that an overdose of 
chloroform has been administered, but that 
mechanical asphyxia is taking place. If the chin 
be drawn forward, or, as Lister insists, the tongue 
be forcibly dragged out of the mouth, free entrance 
of air is secured, and the danger of adding 
mechanical asphyxia to the influence of a drug 
which is known to have a special action in paralysing 
the respiratory centre, is avoided. Lister believes 
that forcible traction upon the tongue acts not 
only mechanically, but also reflexly. 

Mechanical asphyxia is therefore produced in 
two ways by chloroform. First, by causing spasm 
of the glottis (in early stages); and secondly (in 
later stages), by causing relaxation of the arytseno- 
epiglottidean folds and consequent occlusion of 
the glottis. 

The other causes of mechanical asphyxia under 
chloroform, such as entry of foreign bodies—blood, 
vomit, mucus, false teeth, and the like—into the 
pharynx or larynx, are accidental, and need not 
specially be considered here. 

The treatment I have adopted in complete 
spasm of the glottis is to withhold the chloroform 
at once, dash cold water on the face, and perform a 


few acts of artificial respiration. The spasm has 
always subsided long before there has been any 
danger of death from asphyxia. 


NOTES. 


Tuberculosis of Superficial Glands. —Dr. De 

Forest Willard, in a recent paper upon the treat¬ 
ment of tuberculosis of the superficial glands, 
advises that in their removal great care should be 
employed to prevent the discharge of pus and 
caseating material upon the fresh wound. If such 
an accident should occur, the area should be very 
carefully cleansed and disinfected. Temporary 
drainage is to be advised when infection has 
occurred from such discharges ; but in operations 
with clean enucleation, primary union without 
drainage can be secured. In removing the glands 
from the axilla, the same care should be employed 
as in the removal of carcinomatous nodules. In 
the groin many difficulties may be encountered, 
especially if the indurated glands extend deep 
about the femoral or saphenous veins. With 
patients who absolutely refuse operation, local and 
constitutional measures must be employed, in¬ 
cluding tuberculin and orrhotherapy. The writer 
has more confidence in the local effects of iodine 
upon tuberculous granulations than in iodoform. 
He has had good effects from stimulating the 
cell growth by a mixture of aristol with nuclein 
applied locally. His conclusions are that tuber¬ 
culous infiltrated glands should never be allowed 
to remain and contaminate the general system. 

Medical Record , March 13th, 1897. 


The Medical and Surgical Treatment of 
Appendicitis. —Dr. S. C. Gordon (‘The Journal 
of Medicine and Science’) forms the following 
conclusions in an interesting paper on the above 
subject. 1. That appendicitis is always to a 
greater or less degree peritonitis. 2. That it is 
much more frequent than formerly, and due, in 
his opinion, to germs caused by the epidemic of 
influenza that has so generally ravaged the world. 
3. That salines have been successful in peritonitis 
from other causes, far beyond any other form of 
treatment, and in his own practice and that of 
many others in appendicitis never doing harm. 
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4. That a majority of cases must be in the hands 
of men who are not experts in surgery and must 
be treated medically, and modern experience and 
common sense dictate the cathartic rather than 
the opium plan. 5. That the opium method 
masks symptoms, checks elimination of toxic 
elements, and causes stasis in the blood-vessels by 
paralysing the vaso-motor nerves, thus favouring 
gangrene. 6. That the saline plan promptly 
relieves pain, washes out the toxic elements, and, 
most important of all, unloads the distended 
vessels, thus preventing gangrene and maintaining 
the integrity of the limiting membrane, formed by 
exudate, even in suppurating cases, and saves life 
until surgical aid is required or can be obtained 
(in cases demanding immediate operation). 7. 
That in cases of well-marked limited abscess or 
general suppurative peritonitis, early operative pro¬ 
cedure should be instituted, but in all cases such 
operation should be preceded by the saline treat¬ 
ment. 8. That by following the above general 
principles 95 per cent, will go safely through the 
first attack, and often several subsequent ones. 
9. That a large percentage of subjects undoubtedly 
fully recovers after one or more attacks, and no 
recurrence ever takes place. 10. That inasmuch 
as there are no indications whereby we can 
determine which subjects will fully recover after 
one attack, it is safer to advise operation before a 
second one, especially as the organ is diseased to 
a greater or less degree. 

Medical Record , March 13th, 1897. 


Cystitis due to the Bacillus coli-communis. 

— Cystitis in children may be due to stone, new 
growths, tuberculosis, or to any cause that induces 
retention of urine. It may also be one expression 
of a general infectious process. The form that is 
characterised by alkaline and ammoniacal urine is 
sufficiently rare. French writers call attention to 
cases in which the urine gives normal reaction, 
though it contains rod-like micro-organisms mixed 
with the pus cells. To these Clado gives the 
name of septic vesical bacteria. Albarran calls 
them pyogenic bacteria. More extended investi¬ 
gation shows that the organism is the well-known 
Bacillus coli-communis , always present in the 
intestinal tract, and which may, under favouring 
conditions, enter the body and produce disease. 
Barlow, Schmidt, and others have shown that the 


entrance of the Bacillus coli-communis into the 
bladder produces a definite and characteristic 
cystitis. 

This coli-bacillic cystitis is not infrequent in 
children, especially among girls. In 1894 Escherich 
reported seven cases in little girls, the ages of five 
ranging from seven to nine years, while the other 
two were respectively six and thirteen months old. 
The same symptoms existed in all—general con¬ 
dition good; frequent urination, with burning 
sensation during micturition ; and the Bacillus coli- 
communis found in great numbers in the urine. 
Washing out the bladder with a weak solution of 
creolin and salol internally served to effect a com¬ 
plete cure. 

Yet further clinical reports, according to Frumpp 
in a recent German journal,* show that coli-cystitis 
is not so light an affair as Escherich’s observations 
would seem to indicate. Grave complications 
may arise and death supervene. Frumpp gives the 
results of twenty-nine cases under personal obser¬ 
vation. Of these, eight were of boys and twenty- 
one of girls. Twelve patients were two years old, 
the youngest was aged five weeks, and the oldest 
nine years. The disease appeared under two forms, 
mild and severe. In the first there were local 
symptoms only, the body was well nourished, and 
the course and termination of the disease were 
favorable in every way. Ten cases were of this 
nature. In three vulvo-vaginitis also existed. In 
the severe form there is marked change in general 
nutrition, rapid emaciation, and at times strangury 
so pronounced that fifteen minutes are required 
for micturition, the urine being voided drop by 
drop, and with great effort. Pain may be spon¬ 
taneous or induced by pressure in the region of 
the bladder, and occasionally in the kidneys. 
Haematuria, when it exists, is usually transient. 
During the entire course of coli-cystitis there is 
always danger of an ascending inflammatory pro¬ 
cess, causing ureteritis, pyelitis, and nephritis, 
with a resulting uraemic poisoning. Then apathy 
appears, together with marked and increasing 
emaciation, somnolence, vomiting, and collapse. 
Two cases of Frumpp’s resulted in an ascending 
inflammation that caused nephritis and death. 

Urinalysis in the two forms of coli-cystitis differs 
in degree rather than kind. In benign cases the 


* * Deutsch. med. Wochen.,’ Sept. 10, 1896. 
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urine is cloudy, acid in reaction, and contains a 
minute quantity of albumen. Its colour is usually 
normal, though it may be pinkish or opalescent. 
The odour is stale or slightly foetid. The micro¬ 
scope reveals isolated epithelial cells from the 
bladder, polynuclear leucocytes, together with 
masses of rod-shaped micro-organisms, usually 
separated from the cellular elements. In the 
severe or grave form of the disease there is con¬ 
siderable albumen, and a disagreeable and foetid 
odour of the urine; leucocytes are abundant, suf¬ 
ficient in number to form a deposit equal to about 
one-third of the matter voided. This urine is rich 
in peptones, acid in reaction, and contains nume¬ 
rous pus cells, epithelials cells, and casts. 

Mild cases recover in from one to two weeks, 
some without treatment of any kind whatever. 
Severe cases vary in duration. The best results 
are obtained by washing out the bladder with a 
warm solution of lysol, and by giving salol in 
appropriate doses. 

How does the Bacillus coli-communis get into 
the bladder? And does it always cause cystitis 
when there ? Interesting observations on urine in 
disease reveal its presence where no cystitis exists. 
Escherich explains the greater frequency of coli- 
cystitis in girls upon purely anatomical grounds, 
assuming that infection may come from without 
and by means of direct contact of excrementitious 
products with the mucous surfaces of the vagina 
and urethra. Others think there may be a direct 
migration of the bacilli through the walls of the 
intestine into the bladder. Denys thinks this 
possible only when there is a lesion and hypenemia 
of the intestine. Czerny, Escherich, and Frumpp 
have found the Bacillus coli-communis in the blood 
in cases of enteritis. Work on the cadaver has 
also demonstrated its presence in various organs of 
the body. A general coli-bacillus poisoning is 
always possible, for the virulence of this particular 
micro-organism, under favouring conditions, has not 
been exaggerated. 

Afedical Record, March 20th, 1897. 

Diabetes Mellitus.— 

Lithii carbonat. ... ... gr. xxx. 

Sodii arseniat. ... ... gr. j. 

Ext. gentianae ... ... gr. xv. 

M. Ft. massa, et in pil. No. xx. div. S. : One 
pill morning and evening. 

(Vigier, Annual Univ, Med . Sci.) 


A Handbook of the Diseases of the Eye and their 
Treatment. By Henry R. Swanzy, 
A.M., M.B., F.R.C.S.I. Sixth edition 
with Illustrations. (H. K. Lewis, 
London, 1897.) 

The fact of this book having reached its sixth 
edition testifies to its continued popularity. 
Valuable alterations and additions have been 
made to the work, and to make room principally 
for Chapters XVII. and XIX. some of the teaching 
on optics has been omitted. Chapter XVII. gives 
fuller details in regard to ocular diseases and sym¬ 
ptoms liable to accompany diffuse organic brain 
diseases and diseases of the spinal cord, and there 
is an account of the functional derangements of 
vision. In Chapter XIX. the tumours of the 
orbit have been discussed at greater length as well 
as their complication with affections of neigh¬ 
bouring cavities. In this sixth edition of a work 
which has taken such a prominent place in 
medical literature the general practitioner will 
find a means of real help in matters of doubt, and 
the student a safe guide to a sound knowledge of 
the subject. The book is profusely illustrated 
and well printed,—advantages which make for 
success in any work. The medical world will not 
be slow to recognise the value of the modern 
teaching set forth in this sixth edition, and in con¬ 
fidently prophesying its great success we con¬ 
gratulate the author and his readers. 


Kelly's London Medical Directory , 1897 

(Kelly & Co., High Holborn, "London.) 

This useful book gives all information relating 
to medical men and matters in the London 
district from Hounslow west to Barking east, and 
from Croydon south to Barnet north. The details 
j as to officers of societies and institutions have been 
; carefully compiled, rendering this handy book of 
; reference a reliable woik. 


Acute Cystitis. —A very frequent cause of 
| acute cystitis is the decomposition of residual 
| urine. This may quite readily be cured without 
1 washing the bladder and without internal medi- 
I cation, simply by drawing off every drop of urine 
! by the catheter every three hours. The catheterisa¬ 
tion must be done punctually every three hours, 
day and night, whether the patient urinates or 
1 not. Five minims of the oil of winter-green twice 
daily, and the ingestion of a gallon of water every 
I twenty-four hours, will contribute to the cure and 
will greatly hasten it.— International Journ . of 
\ Surg. 
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SOME DISEASES OF THE ANTRUM 
AND THEIR TREATMENT. 

BY 

HERBERT TILLEY, M.D., B.S.Lond., 

Surgeon to the London Throat Hospital; delivered at 
the Hospital, March 23rd, 1897. 


Gentlemen,— At the present moment I have 
three or four cases of antral disease attending my 
clinique, and the opportunity seems a favourable 
one for saying a few words respecting the com¬ 
moner diseases affecting this accessory cavity of the 
nose, the means of diagnosing them, and the main 
principles which guide us in their treatment. Let 
me at once say that empyema of the antrum is 
much commoner than you might expect, and that 
it is very often overlooked because it does not 
always assert itself by obvious signs. First of all 
let me ask you to remember one or two anatomical 
points in connection with this bony cavity, because 
they concern us largely when we come to the treat¬ 
ment of its pathological conditions. 

Its most important relation is its communication 
with the nasal cavity, opening as it does into the 
curved depression of the hiatus semilunaris by 
one or more ostia . You will remember that this 
depression is overhung in the normal skull by the 
middle turbinate bone, and the included space 
forms a portion of the middle meatus. 

Now into the same depression I want you to 
particularly remember that the anterior ethmoidal 
cells open, sometimes they have a common orifice 
with the antral opening, and you may some¬ 
times find that when you have cured the antral 
disease there is still a slight purulent discharge 
in the middle meatus, and in such cases it 
is probable that the anterior ethmoidal cells have 
been infected by chronic discharge from the 
antrum, or even more likely that the ethmoidal 
condition was primary, and the antral secondary. 

One more point in connection with the middle 
meatus, for there is yet another accessory cavity 
Vol. IX. No. 25. 


opening into it, and this is the frontal sinus. The 
middle meatus in its anterior and upper part 
narrows into the infundibulum, which passes by 
means of the fronto-nasal canal into the frontal 
sinus of that side. So that we come to this, that 
into the middle meatus open the maxillary antrum, 
the anterior ethmoidal cells, and the frontal sinus, 
and the three openings are very near together. 

You will also know that the roots of the first and 
second molar teeth, and occasionally the second 
bicuspid, often come close to the floor of the 
antrum, even sometimes perforate it, and that its 
cavity may be partially and rarely completely 
divided by bony septa into practically separate 
chambers. 

In this beautiful section you will observe how 
small a plate of bone separates the sphenoidal 
sinus from the antrum, a fact of importance when 
we consider the question of one diseased cavity 
affecting the other. 

Then, again, there is the bony canal of the nasal 
duct lying on the inner wall of the antrum, its bony 
wall being formed by the lachrymal and lower turbi¬ 
nate bones. Its lower opening is overhung by the 
inferior turbinate, and its distance from the 
anterior nares varies from 30 to 35 m.m. I men¬ 
tion this so that you may be careful in exploration 
of the antrum for diagnostic purposes by a method 
I shall describe directly. 

Finally, the antrum varies very much in size and 
position; it may extend upwards, outwards, and 
backwards, so far, that exploratory puncture from 
the nose may result in the trocar passing out into 
the canine fossa, and quite missing the sinus. 
This, with the fact that sometimes the naso-antral 
wall is thick, and difficult to pierce with a slender 
trocar, and that there may be a natural dehiscence 
in the bone of the anterior wall, completes for 
practical purposes the anatomical features you 
should bear in mind. 

Empyema is the commonest disease of this 
cavity with which you will meet, so we will deal 
mainly with this. I will not detain you by dis¬ 
cussing at length whether the majority of cases 

are due to intra-nasal disease^tfrJo carious teeth ; 
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personally I am of opinion that intra-nasal disease 
accounts for more cases than does dental disease, 
and I think most workers in this line will agree 
with me. You must remember that when you find 
carious teeth present in one of these cases it 
may be that the antral condition was primary, and 
set up a periostitis in the projecting roots, which 
terminated in caries of the teeth. We are too apt, 
on seeing a case of antral suppuration, to look at 
once for dental troubles, and lay the blame on 
them, without inquiring whether the symptoms of 
antral disease occurred before the caries or after 
it. 

Some authorities (Bosworth) believe that antral 
disease can be caused by any intra-nasal condition 
which produces prolonged closure of the ostium 
maxillare, the retained secretion, at first serous, 
becoming sero-purulent, and then purulent; and 
hence hypertrophic rhinitis, mucous polypi, acute 
rhinitis, are supposed to be causes which in this 
way induce suppuration. 

During recent years influenza has been a well- 
known cause of suppuration in the accessory 
cavities of the nose, and a carious root projecting 
into an antrum may produce such a lowering of 
the vitality of the mucous membrane as to make it 
the determining factor as to which cavity the 
epidemic attacks. 

Symptoms .—As a rule these are few and well 
marked, viz.: 

1. Unilateral discharge of pus, which may be 
worse at definite intervals, e.g . during the earlier 
part of the day. I must just warn you that occa¬ 
sionally you may meet with a case with scarcely 
any discharge of pus, and very little, if any, visible 
in the nasal cavity on examination. 

2. Supra-orbital headache or neuralgia. This is 
often particularly characteristic and severe, and may 
be somewhat periodic in its attacks. 

3. An unpleasant smell, which is noticeable to 
the patient rather than to his friends. When the 
antral suppuration is due to dental disease, the 
smell is often more marked than when it is due to 
nasal causes. 

, These are the three main symptoms, but there 
are often additional ones, e.g. a feeling of fulness 
over that side of the face, tenderness on pressure 
over the infra-orbital region, on or under the malar 
prominence, some cough owing to irritation of 
pus passing down into the larynx when the patient 


is lying down, indigestion and nausea owing to 
flow of pus into stomach, occasional ocular dis¬ 
turbances, nasal obstruction owing to mucous 
membrane hypertrophy or polypi induced by the 
constant irritation of the pus, and last, but not least, 
intense mental depression. In three cases which 
I have lately dealt with at home, this has been a 
most marked feature, one patient stating that he 
had no interest whatever in life; another that he 
could not read or fix his mind on anything for more 
than a few minutes at a time, because of the 
depressed feeling which overcame him. The 
drainage of their affected antra has been followed 
by a most gratifying resolution of these conditions. 
In three out of seven cases I have treated during 
the last four months, the disease has been bilateral. 

You may, of course, expect various reflex effects 
from retained pus in the antra, e. g. asthma. 

Diagnosis .—Given a patient with these sym¬ 
ptoms, you should first of all examine the nasal 
cavities, paying special attention to the middle 
meatus. Here you will expect to see some bright 
canary-coloured, sickly-smelling pus, which trails 
down over the inferior turbinate. Now mop this 
away, and tell the patient to bend forward for at 
least three minutes if necessary, with the unaffected 
cheek downwards. Examine again; if you see 
fresh pus, it is presumptive evidence of antral 
disease, but remember the same proceedings will 
sometimes bring down pus from a frontal sinus. 
If the case is one due to nasal disease, possibly 
the middle meatus will be filled with granulations, 
or several large polypi may be present. On the 
outer wall of the middle meatus in a long-standing 
case you may often see a rounded swelling of the 
mucous membrane on a broad base; it does not 
contain pus, and I cannot explain its origin unless 
it is due to irritation of pus, andps a hyperplasia ; 
but I have often seen it, and when it is present it 
is pathognomonic of antral suppuration. It is 
often mistaken for cleavage of the middle turbinate. 
I have seen it in a gentleman whose nostril never 
contained a drop of pus, but when I eventually 
1 explored his antrum I was surprised to find it 
; full of foul pus. I had drained his left antrum, 
j where there were unmistakable signs of suppura¬ 
tion, and his sensations in the right made him 
positive of his diagnosis; but I never saw pus 
in the meatus, and I examined it at least six 
times. 
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You must now eliminate the following con¬ 
ditions which may resemble antral empyema. 

1. Foreign body .—Here you get a unilateral dis¬ 
charge of pus, and occasionally a little blood with 
it. The history would probably guide you. Such 
a condition is not common in adults, and anterior 
rhinoscopic examination would generally enable 
you to see the obstruction or feel it with a probe. 

2. Ozana is distinguished by the characteristic 
smell, which is not evident to the patient, and the 
formation of “crusts,” which latter never occur 
in antral empyema. Of course, you sometimes 
get these two conditions associated, when explora¬ 
tion will at once clear up matters. 

3. Syphilis .—When suppuration occurs in con¬ 
nection with this disease, you can nearly always 
feel necrosed portions of vomer or hard palate 
with your probe, besides which the intense foetor is 
almost pathognomonic. 

4. Sphenoidal sinus suppuration. —Here the 
pus flows more often down the pharynx, and it can 
be seen in the posterior rhinoscopic mirror issuing 
from the sinus. 

5. Ethttioidal suppuration. —When the anterior 
ethmoidal cells are affected, it is often exceedingly 
difficult to make an accurate diagnosis, for you 
have pus of a bright yellow colour in the middle 
meatus, possibly granulations and polypi and 
supra orbital headache. A blunt-headed probe 
should be gently passed into the middle meatus, 
and it will usually impinge on roughened 
exposed bone undergoing necrosis. Let me say, 
gentlemen, that you never get “ necrosing eth- 
moiditis,” as it is called, without suppuration. It 
is, I believe, a rule without exception, for I know 
of no part of the body where you can get necrosed 
bone lying quiet without producing irritation and 
suppuration, and I am certain from careful ob¬ 
servation that the nose forms no exception to this 
rule. Bear in mind that the antrum may at first 
form a reservoir for the pus coming from the 
ethmoidal cells, and then itself become a source of 
active suppuration. 

6. Empyema of the frontal sinus (chronic).— 
This is the most difficult case of all in which to 
make a diagnosis, for in both you have the uni¬ 
lateral discharge of bright yellow, sickly-smelling 

• pus and supra orbital headache. Possibly, also, 
granulations and polypi in the middle meatus ; and 
here, again, the antrum may be infected secondarily. 


However, frontal sinus disease is rare compared to 
antral, so always treat your case as an antral one 
until you have proved it otherwise, no matter how 
intense is the supra-orbital headache, or how 
earnestly your patient assures you that he is certain 
his disease is in his forehead. 

I impress this rule on you because I have now 
this case under my care, and have reported another 
(‘Lancet,’ September 26th, 1896) where healthy 
frontal sinuses have been trephined, and now are 
quite well since the antra have been drained of 
their pus. 

How then are we to tell when thq antrum con¬ 
tains pus? By the very simple and almost pain¬ 
less intra-nasal exploration by means of this 
(Lichtwitz’s) trocar. You just douche out the 
nostril with a simple alkaline wash, apply some 
10 per cent, cocaine on a wool-tipped probe to 
the anterior half and under surface of the inferior 
turbinate bone and the outer wall, wait for five 
minutes, and then pass your trocar backwards, 
outwards, and slightly upwards (to get into the 
thinnest bone) ; with a very little pressure it goes 
through, and now you fix on to the proximal end 
of the trocar your rubber bottle containing a warm 
alkaline lotion, or a well-fitting syringe, and gently 
syringe though the trocar, the patient leaning 
forward. The lotion and contained pus (if pre¬ 
sent) flows freely out of the nostril, and your 
diagnosis of antral suppuration is made by a means 
which for safety, certainty, and simplicity, has no 
rival. 

I will not take up your time to explain “trans¬ 
illumination ” by an electric lamp held in the 
mouth ; it is a pretty and somewhat expensive aid 
to diagnosis, but is open to many objections, and 
is, after all, only of positive value, i. e. if the light 
is not transmitted to one side of the face, it is by 
no means certain that the dulness is due to pus. 
If, on washing out the antrum, no pus returns with 
lotion, and there is still a quantity in the middle 
meatus, you may be fairly sure that the ethmoidal 
cells or frontal sinuses are at fault. Then take 
this probe (Hajek’s) and try to pass it very care¬ 
fully into the fronto-nasal canal; remember that 
this is beyond the anterior end of the middle 
turbinate and on the outer side of the meatus. If 
you can pass it into the frontal sinus, the patient 
can generally feel it is there, and its withdrawal is 
followed by a free flow of pus. Let me warn you 
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to use no force in this procedure. Much informa¬ 
tion can be often gathered in these doubtful cases 
by removal of the anterior extremity of the middle 
turbinate. You then have free access to the 
“ hiatus semilunaris/’ and the small operation gives 
good drainage to the pus, and with care the pro¬ 
cedure is almost free from risk. Supposing, however, 
that after exploration and syringing out a suppu¬ 
rating antrum, no pus is seen in the middle meatus, 
and that we have an uncomplicated case of antral 
disease to deal with, our next question is, what 
form of treatment shall we adopt ? 

I can confidently recommend you to work on 
the following lines, (i) If there is a carious second 
bicuspid or first or second molar, get the dentist 
to remove it, and perforate through the alveolus to 
the antrum. I always do this with “gas” anaes¬ 
thesia. Now you can either put in a silver wire 
drainage-tube with a flanged lower end to prevent 
it slipping up, or what I prefer is for the dentist 
to take a mould and make a small plate upon 
which stands at rhht angles a vulcanite plug, 
which reaches into the antral cavity. The plate is 
secured to the neighbouring teeth by hooks, and 
the patient can easily remove and replace it. The 
cavity should be syringed out at the time with a 
lukewarm antiseptic or saline solution, and the 
patient given detailed instructions as to how to 
proceed. These should include the prescription 
of a suitable antral syringe, e. g. Heath’s, Mac¬ 
donald’s, or Ashe’s, or a Higginson syringe and 
Eustachian catheter, and a suitable lotion to use 
with it. It is the custom to order some mild anti¬ 
septic, e . g. zinc sulpho-carbolate gr. v ad 5j, tr. 
iodi. x\\x ad 3j, resorcin gr. v ad Jj • but I generally 
order zinci chloridi gr. j or ij ad Jj, or a i per cent, 
solution of common salt, or tabloids of zinc per¬ 
manganate gr. -J- ad 5j (B. & W.’s ); the former 
and latter are made up in convenient tabloid form by 
Burroughs and Wellcome, and save the patient a 
lot of trouble. The lotion should be used luke¬ 
warm, twice daily at first, as things improve once 
daily, then alternate days, and so on, gradually 
increasing the intervals ; and when it has been left 
about ten days, and on syringing I find no pus, I 
think the case cured, and the tube or plug can be 
removed. The advantages of the method are great. 
You drain from the lowest point of the sinus, and 
what is very important is that the patient can 
follow up the treatment for long intervals himself. 


Some surgeons have a plate fitted to the neigh¬ 
bouring teeth, which supports a gold tube leading 
into the antrum, the lower end of which is closed 
by a split plug, which the patient can remove for 
syringing. I have not tried this, because I am so 
satisfied with this vulcanite plug, which can be 
made in twenty-four hours, and is of course so 
much cheaper than the gold tube. Sometimes 
patients do not need to use a syringe; for example, 
this one fills his mouth with the lotion, and then 
leaning forward compresses the lotion between the 
air behind and his buccinator in front, and drives 
the fluid into the antrum and out of the nostril. 

Before I pass on let me say that Garel advises 
syringing the cavity through the natural ostium 
with a special syringe, and he describes many 
cured cases. The method is an extremely painful 
one, and could only be done in easy cases, and 
where no granulations were present, and the 
principle seems a wrong one; it is like syringing 
out a dirty barrel from the upper end when it is 
standing end on, instead of sending a stream 
through from one end to the other. Another 
enormous disadvantage of the method is that the 
surgeon rather than the patient has to do the 
syringing. 

2. Supposing there is no carious tooth present. 
In this case do not remove a good tooth, but 
make your perforation, as in this patient, in the 
canine fossa, and then insert your silver wire 
drainage-tube or Heath’s silver tube. I like the 
wire tube because patients with a soft upper lip 
often complain that the tube slips out, whereas 
the roughness of the former enables the tissues to 
retain it. The syringing is to be carried out in 
exactly the same way as the first method. 

An alternative method to this is to perforate 
the floor of the antrum on the inside of the 
alveolar border, between the first molar and 
second bicuspid tooth. 1 have not tried this 
method (Ziem’s), but in the next case of antral 
suppuration and sound teeth 1 shall give it a trial. 
Whichever of these methods you adopt give it at 
least six months’ trial before you try anything else, 
and even then hesitate unless the patient is in¬ 
tolerant of a slight discharge and the worry of 
syringing. 

It is surprising what relief you give by draining* 
the antrum and washing it occasionally, and many 
patients are quite contented to go on in that con- 
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dition. This patient, who has kindly come in this 
evening, only said this morning to me, “ I am so 
comfortable as I am that I do not mind if I have 
to wear my plug and wash out my antrum to the 
end of my life.” If your patient gets into a stand¬ 
still condition, then change your lotion and keep on 
“ringing the changes;” you will sometimes find it 
of great value, in the same way as >ou do in cases 
of aural discharges. 

Sometimes, however, especially in cases with 
polypi and granulations in the middle meatus, no 
amount of syringing or care seems to do much 
good; then let me suggest the following measure : 

3. Enlarge the alveolar opening by means of a 
gouge or “burr” (on a dental engine), and then 
thoroughly curette out the antrum, and you will 
nearly always find that it is covered with granula¬ 
tions or small polypi similar to those present in 
the nose. Now pack the cavity tightly with iodo¬ 
form gauze, removing it daily for syringing and 
repacking till a healthier condition of the lining 
membrane is induced, and then adopt syringing 
only. 

Sometimes it is an advantage to make % larger 
counter-opening in the inferior meatus by means 
of Krause’s trocar, which the patient can be 
taught to keep open by passing the trochar 
himself. Occasionally the insufflation of powders 
may be tried in place of syringing lotions, and 
aristol, dermatol, and europhen are those which 
have given some good results. 

Even this, however, does not always produce 
the desired result, and another method may be 
tried, and has its advocates (Spicer, Robertson, 
&c.) ; but this, too, is not always a success by any 
means. 

4. The mucous membrane over the anterior 
antral wall under the lip is divided, and the peri¬ 
osteum turned off, and a plate of bone the size of a 
sixpence removed; the cavity is then well curetted, 
and sometimes the mucous membrane actually dis¬ 
sected out, and a counter-opening made in the 
inferior meatus. The antrum is now packed for 
forty-eight hours with iodoform gauze, and then 
syringing of lotions is adopted. 

Sometimes a good result ensues ; but at others 
we have to reckon with (a) facial oedema and pain 
for many hours, and sometimes days, after opera¬ 
tion, malformation of a sunken cheek, the diffi¬ 
culty of at first keeping open the aperture in the 


canine fossa, or may be its non-closure, to say 
nothing of a return to free suppuration. 

I have nothing to say against the operation in 
necessary cases; it has been successful in some 
cases where other means failed, besides which it is 
founded on a scientific basis, and one can imagine 
cases where it may be as necessary as it sometimes 
is to open an attic or antrum mastoideum in 
chronic aural discharges. I do maintain, however, 
that it is an operation w'hich should only be done as 
a last resort, when the patient insists on “ any¬ 
thing to cure,” and when you have explained to 
him the risks and uncertain result of the proceeding. 
In these cases the wise surgeon is often he who 
knows when to stay his hand. 

When nasal disease, e.g . granulations, polypi, 
marked hypertrophic rhinitis, &c., are present in 
any form of antral disease, you will, of course, 
treat these conditions as well as the antrum; 
gentle curetting and the cold snare, with the 
occasional application of the galvano-cautery, will 
soon improve matters, and you will be astounded 
how rapidly these conditions disappear when the 
irritating influence of a purulent secretion from the 
antrum is withdrawn. 

Prognosis. —As regards prognosis, you will now 
see that it depends on many things. A simple 
case, due to a carious tooth, soon gets well when 
the tooth is removed and careful syringing is 
adopted, provided it has not been going on a very 
long time; naturally, a chronic case will take much 
longer to cure than an acute one. 

As a rule, the nasal cases are worse than the 
dental, and the worst cases are those which are 
complicated by granulations and polypi in the nose, 
because a similar condition is often present in the 
antrum. 

Almost equally trying are those where the 
disease is coincident with ethmoidal or frontal 
sinus suppuration ; here you may possibly get the 
antrum clear, but any pus collecting in the middle 
meatus from the other accessory sinuses is apt to 
get into the antrum, and your prognosis will de¬ 
pend on the headway you make with those cavities. 

Much also will depend on the care and intelli¬ 
gence displayed by the patient in the treatment, 
and the surroundings should always be as good as 
possible. I have a patient who never suffers from 
any discharge at sea. 

Our next case is this patient, a female aged sixty- 

Digitized by * ^.ooqIc 




390 The Clinioal Journal.] DR. GUTHRIE—NARCOSIS IN CHILDREN. 


[April 14,1897. 


five, who came to my clinic last week complaining 
of a blocked nostril and a feeling of fulness in the | 
cheek, with slight swelling of the lower eyelid. 

You will remember that the polypus which was 
present reached to the anterior nares, that it was 
dull and rather friable, and easily bled when 
probed, quite unlike the ordinary shining mucous 
polypi. I applied io per cent, solution of cocaine 
to its surface, and removed it with this cold wire 
snare (Blake)—the simplest and best snare I know 
of for all-round work. I have no doubt that the 
polypus was an extension of the antral disease, 
and in view of the physical signs mentioned, viz. i 
the bulging anterior wall, which can be easily 
felt under the upper lip in the canine fossa, I \ 
have no doubt that it is a case of epithelioma of i 
the antrum. Unfortunately we cannot take the 
patient in here for three weeks, and so my old 
teacher, Mr. Heath, who has taught us so much , 
of what we know in connection with the subject 1 
of this evening’s lecture, has kindly consented to ; 
admit her to University College Hospital, where he 
will operate to-morrow afternoon. 

Cysts of the antrum arising from distension of a 
mucous follicle in the lining membrane, or due to 
cystic degeneration of a contained polvp or a 
dentigerous cyst, are rare, and I will not discuss 
them to-night; suffice it to say that their main 
symptom is distension and thinning of the antral 
walls in every direction, and the treatment con- | 
sists in opening the anterior wall, scraping out j 
the contents, and packing or syringing till the 1 
cavity granulates up. 

Cases shown included— ! 

1. Patient with cured antrum wearing tube in ' 
canine fossa. 

2. Patient with tube in left canine fossa and 
right alveolar plug. Disease bilateral. 

3. Patient with alveolar tube and plate. i 

4. Patient with tube in canine fossa. 

5. Malignant disease of antrum. 

Bj&cteri&l Therapy of Malignant Growths. 

—Peterson, after a review of the literature bearing 
upon the bacterial therapy of malignant growths, 
states that cases treated in Czerny’s clinic warrant 
the following conclusions: the treatment is abso¬ 
lutely worthless as applied to carcinomas; very I 
exceptionally sarcomas apparently disappear; the i 
treatment itself is dangerous. j 

Therap . Monat ., January, 1897. 


CHLOROFORM NARCOSIS IN 
CHILDREN. 

By LEONARD G. GUTHRIE, M.D., M.R.C.P., 

Physician to Out-patients (late Chloroformist), 
Paddington Green Children’s Hospital. 


Part IV. 


Some Physical and Pathological Conditions which 
predispose to an Overdose . 

Mechanical Interference 7 oith Respiration .—A 
little girl was to have some cicatrices, the result of 
an old burn on her neck, divided. The contracted 
scars had drawn her head downwards and forwards, 
everting her lower lip. Her chin was forced 
almost to the level of the top of the sternum, so 
that it was impossible to draw the chin forward. 
She was speedily under, but there was more 
cyanosis than I liked to see. Then when she was 
turned on her left side—for the operation entailed 
transplantation of skin from the shoulder to the 
gap l^ft by division of the contracted scar—she 
suddenly became blanched, and respiration and 
pulse ceased altogether. Artificial respiration was 
at once employed, but it was nearly five minutes 
before she breathed spontaneously again, and the 
colour and pulse returned. 

I afterwards continued to give chloroform, but 
with the utmost gentleness, and the operation, 
which lasted nearly an hour, was completed without 
further mishap. 

Another case illustrating the value of a pre¬ 
liminary examination before chloroforming a 
patient once occurred to me. 

A fat five-months-old baby was brought to be 
circumcised. After one or two inhalations of chlo¬ 


roform it stopped breathing, and turned first blue 
and then pale. I waited a few moments until it 
recovered, thinking that the condition was merely 
spasm of the glottis, and then tried again, with the 
same result. I tried yet again, and then abandoned 
the attempt, and sent the babe to dwell in the tents 
of the uncircumcised. On subsequent examina¬ 
tion I discovered that the child was the subject of 
congenital pulmonary stenosis. 

Here the addition to the labour of the right 
heart produced by a slight amount of asphyxia was 


sufficient to cause it to fail. 
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however, chloroform is not contra-indicated in 
cases of valvular heart disease unless compensatory 
hypertrophy is extremely deficient. It would not 
of course be given to adults with flabby, fatty, and 
dilated hearts. In children these conditions are 
not likely to occur. 

Other Cases in which Mechanical Obstruction to the 
Respiration exists .—Naso pharyngeal obstruction 
from enlarged tonsils, adenoids, &c. Children so 
affected take chloroform well, but require ex¬ 
tremely little to put them sufficiently under for the 
operation. Their chronic state of dyspnoea becomes 
asphyxia as soon as the chloroform is at all pushed. 
When such nasal obstruction exists, the asphyxia 
is much increased by drawing forward the chin 
and thus closing the mouth. It is advisable, 
therefore, to insert a gag as soon as possible after 
the inhalation is commenced, and to have the 
tongue forceps ready at hand, in case the tongue 
should fall back. 

Other reasons for giving as little chloroform as 
possible to these cases are, that the operation is 
comparatively painless, and that if the anaesthesia 
be at all deep the cough reflex is abolished, and 
blood may flow into the trachea. In removing 
the growths the patient's head should always be 
kept well below the level of the table, so as to 
allow the blood to flow through the nose.* 

Cases of Empyema. —Here, again, the patient re¬ 
quires but little chloroform, usually gets but little, 
and takes it well. He requires but little, because, 
being already in a state of severe dyspnoea, he is 
very susceptible to the influence of chloroform, 
and also because it is only necessary to put him 
sufficiently under not to feel the pain of the first in¬ 
cision. He should be sufficiently aroused to 
cough as soon as the pleura is opened, in order to 
aid in the expulsion of the fluid and the re¬ 
expansion of the collapsed lung. He gets but 
little, I suppose, because no chloroformist would 
give more than he was obliged to a patient in so 
precarious a condition. 

Rickety children are very susceptible to an over¬ 
dose of chloroform, especially when there is much 

* Another method, supported by Mr. Stanley Boyd and 
Mr. Butlin, is to keep the patient’s head on one side and 
slightly raised, so that the blood accumulates in the side of 
the cheek, and can be easily removed. Mr. Boyd points 
out that the bleeding must be greatly increased if the 
patient’s head is kept hanging low. 


deformity of the chest, with emphysematous and 
collapsed lungs, the result of oft-repeated attacks 
of bronchitis. 

Although the movements of the chest walls may 
be active under chloroform in these cases, yet the 
lungs are always insufficiently aerated ; expiration 
is always faulty, and there is always danger that 
too much chloroform may be absorbed. 

Rickety infants are especially liable to attacks 
of slight laryngismus, accompanied by much 
“ crowing ” inspiration ; the symptoms, however, 
are seldom alarming, and subside if more chloro¬ 
form is given gently and continuously. It is 
important to distinguish these cases of laryngismus 
from those of complete spasm of the glottis; in 
the latter, chloroform must be altogether withheld. 

Laryngeal Obstruction. —I have given chloroform 
to children between thirty and forty times, in order 
that tracheotomy might be performed. These 
were all suffering from laryngeal obstruction more 
or less severe, and some were already at the point 
of death from asphyxia. Chloroform, far from 
increasing their dyspnoea, actually relieved it, 
doubtless by relaxing the spasm of the glottis 
which was present. Breathing, colour, and pulse 
all improved under the influence of chloroform. 

Yet there is one point of great importance in 
these cases, that is, that the amount of chloroform 
necessary to produce sufficient anaesthesia is ex¬ 
tremely small. They are speedily ready for 
the operation, although the supply of chloroform 
has been infinitesimal. 


I think, then, that the reasons why such cases do 
well are that little chloroform is necessary, and 
little is given. 

The various conditions, physiological, physical, 
and pathological, which interfere with the breathing 
under chloroform, and which therefore tend to the 
absorption of an overdose of the drug, and the 
production of asphyxia, have now been enumerated. 

It is sufficient here to state the foregone con¬ 
clusion that such interferences with the respiration 
are dangerous in the following way. 

By preventing due elimination of the drug they 
increase absorption. The amount absorbed would 
perhaps not be sufficient in itself to produce any 
evil result; but when blood already more or less 
asphyxial is further deoxidised and disorganised 
by the action of chloroform, alarming or fatal 


collapse may be induced. 
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Most chloroformists will share the writer’s view I 
that the most anxious period of anaesthesia ends ! 
when the first part of the operation, such as the 
preliminary incision, has been concluded without 
mishap. Having once put the patient fully and 
safely under, the Rubicon is passed, and one feels j 
confident that the anaesthetic will be well borne 
throughout. All that has to be done is to econo- } 
mise the chloroform, at the same time keeping the 
patient sufficiently under not to feel ; to supply 
plenty of air, to check vomiting when necessary, 
and to be on the watch for mechanical causes of 
asph)xia. 

Symptoms of Chloroform Collapse . 

The symptoms are in all cases alike, and are as 
follows :—Sudden and complete blanching of the 
face takes place, leaving it of a ghastly grey hue. 
The term pallor conveys no idea of the actual 
appearance. The eyelids fall open, the eyeballs 
are fixed in the upward position, with pupils fully 
dilated as under extreme atropinism. At the same 
time the cornea becomes glazed and sticky, giving 
an appearance which once seen is never forgotten. 

It can only be described in a somewhat fanciful 
manner by saying that the light seems to fade 
from the eye as does the colour from the cheek 
and lips.* It is the undoubted look of death. I 
have seen it at many a death-bed, but never under 
any other circumstances except those at present 
considered. 

The appearance of a person in a dead faint, or 
just after a severe accident, is no more than the 
shade of that which obtains in cases of chloroform 
collapse. 

The pulse and cardiac impulse are at these 
times no longer to be felt. Respiration commonly 
ceases at the moment when the blanching and j 
stoppage of the pulse occur, but at times a few j 
feeble and irregular inspiratory gasps are subse- j 
quently drawn. The patient is to all appearances ! 
dead. Whether the heart actually ceases to beat 
at such times will probably never be ascertained, 
for the moments are too valuable to be spent in 
delicate investigations on this point. Neither is it 
possible to affirm from clinical observation that 
the heart becomes dilated, as in the experiments of 

* Probably it is due to flaccidity of the cornea from 
decrease of intra-ocular tension, noticed by Dubois (Soc. 
de Biologie, 1884). 


MacWilliam and Johnson on animals. Time 
cannot be wasted in mapping out the area of 
the heart’s dulness in a patient who is in imminent 
danger of death. 

In some cases lividity, accompanied by turges- 
cence of the veins of neck and face, immediately 
precedes the blanching and look of death, and 
is coincident with the stoppage of respiration. 
Possibly dilatation of the heart has actually 
taken place, and the condition is that of the true 
cardiac syncope described by Snow\* 

It might be objected that were dilatation present, 
the cyanosis should continue, and not give place 
to pallor ; but possibly, as the heart fails, regurgita¬ 
tion takes place into the inferior cava, and allows 
the blood from the distended veins of neck and 
head to enter the right heart. 

In children, cyanosis, except where actual 
mechanical asphyxia has been produced, is less 
apparent than pallor. Under treatment, children 
almost invariably recover from these alarming 
conditions, whereas in adults the reverse is unfor¬ 
tunately the case. 

Preliminary Signs of Collapse .— As a rule these 
are sufficiently well marked, and if observed in 
time many a catastrophe may be averted. 

The signs are circulatory and respiratory. 

The circulatory sign is the presence of increasing 
pallor, not amounting to absolute blanching. 


* Snow recognised two forms of syncope ; ( a ) anaemic, 
( b ) cardiac. 

“ Anaemic or ordinary syncope is failure of the heart from 
insufficient blood-supply; this may be due to direct loss 
of blood, or to its equivalent—stagnation of the blood in 
the great veins. After death the cavities of the heart are 
empty or nearly so, frequently also the adjoining great veins, 
whilst the lungs are usually pale. 

“ In cardiac syncope, on the other hand, the cavities of 
the heart, or at all events the right cavities of this organ, 
are always full, whether the syncope depend on paralysis 
of the heart by a narcotic, or inherent weakness of its 
structure, or on its being overpowered by the quantity of 
the blood with which it is distended. After death from 
this kind of syncope, if the blood have not been displaced 
by artificial respiration or other causes, the right cavities 
of the heart and adjoining great veins will be found filled 
with blood, and the lungs will in many cases be more or 
less congested. The appearances will, in short, be very 
much the same as in asphyxia by privation of air, w'hich 
ends in a kind of cardiac syncope, the stoppage of the 
heart being partly due to over^distension of its right 
cavities, and partly to loss of power in its structure from 
the want of a supply of oxygenated blood through the 
coronary arteries.” (‘ On Chloroform,’ p. 224.) 
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Failure of respiration is marked by a peculiar type 
of breathing, in which expiration is extremely short 
and inefficient, whilst inspiration is sudden, forcible, 
and gasping, often accompanied by falling of the 
lower jaw, and spasmodic clonic contraction of the 
chin depressors and muscles of the neck. The 
inspiratory gasps are irregular and broken, and 
occur with increasing slowness until the condition 
of sudden collapse ensues. 

This type of breathing is precisely similar to that 
which is often seen in a patient dying of respiratory 
failure from other causes. 

The Hyderabad Commission are of opinion that 
the preliminary signs of respiratory failure are 
always present before collapse takes place, and 
that if observed in time, and treated, they are free 
from danger. 

But the clinical observations of most chloro- 
formists are against this view, and I myself am 
satisfied that, under some circumstances, collapse 
occurs without the warning afforded by incipient 
signs of respiratory failure. 

At the same time, lam none the less convinced that 
asphyxia is in many cases the cause of the symptoms. 
Collapse is wont to occur at the moment when the 
patient’s position on the table is suddenly altered, 
usually just after the chloroformist has declared 
him ready for the operation. 

The alteration of position has in some manner 
interfered with respiration. In such cases there is 
also a temptation to fire a parting shot with the 
chloroform at the moment of declaring the patient 
ready, lest the announcement should have been 
premature. Thus the combined effects of sudden 
overdose and sudden interference with respiratory 
movements, result in sudden collapse, although 
the breathing may have appeared normal up to the 
point when change of position has been effected. 
Hence the necessity of accommodating the patient’s 
position from the first, as far as possible to that 
which he will be compelled to occupy during the 
operation. I 

The mere fact that respiratory movements are 
embarrassed will not be actually dangerous unless 
an overdose of chloroform is administered. i 

Reflex Inhibition of Heart , or Shock. 

But in another class of cases sudden collapse j 
occurs, and is, I believe, directly due to the effects ! 
of shock during imperfect anaesthesia. Pre- ! 


liminnry signs of respiratory failure are wanting 
in these. 

The Hyderabad Commission performed many 
operations with a view to producing shock upon 
animals under chloroform, but without success. 
Yet all clinical experience is in favour of the view 
that human beings are not so exempt. I have 
personally observed the signs of shock occurring 
without the slightest premonitory signs of respira¬ 
tory failure in (1) cases of division of an ocular 
tendon, (2) cases of radical cure of hernia at the 
moment when the sac was twisted, (3) in the opera¬ 
tion for undescended testicle when the cord was 
pulled upon, (4) in cases of osteotomy at the 
moment when the bone was broken. 

In all these cases the patient has not been fully 
under the anaesthetic. On the other hand, similar 
operations performed whilst the anaesthesia has 
been profound have not been accompanied by any 
sign of shock. 

Moreover the symptoms have varied in severity 
directly according to the amount of anaesthesia 
present. Sometimes the shock has only been 
manifested by momentary stoppage of the pulse, 
with sudden pallor," or else by momentary stoppage 
of respiration, often preceded by a long shuddering 
inspiration, such as occurs in suddenly stepping 
into cold water; or when anaesthesia has been quite 
incomplete there has been distinct wincing, 
followed by the symptoms of collapse in their 
gravest form. 

In some cases, again, when the preliminaries of 
an operation, such as scrubbing the part with a 
hard brush, or retracting the foreskin, etc., are 
undertaken before the patient is fully under, the 
shock produced resembles the first stage of an 
epileptiform spasm. 

The legs shoot out as rigidly as in a suddenly 
pithed frog, the arms are stiffly extended, the 
hands and teeth are clenched, the back is arched, 
there is foaming at the mouth, respiration suddenly 
ceases, and the face becomes livid. 

Usually the symptoms subside if further manipu¬ 
lation and the administration of chloroform are 
suspended. 

Y"et deaths have been recorded under similar 
circumstances. Probably the chloroform already 
inhaled, combined with the asphyxia produced by 

* In all cases where shock has been expected I have kept 
my finger on the pulse in anticipation of this result. 
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tetanic contraction of the respiratory muscles 
owing to reflex irritation, causes the heart to fail. 
These are apparently the cases described by 
Richardson as those of “ epileptiform syncope.”* 

Chloroform collapse and shock, whether occurring 
before or during an operation, is accompanied 
by similar symptoms; the results are the same 
whether too much or too little chloroform has 
been given. 

Pallor, as I have stated, is also a symptom of 
incipient vomiting; but here the preliminary signs 
of coming round have been present. The ster¬ 
torous breathing has become quieter and feebler 
until imperceptible, without the occurrence of 
gasping. So there is little difficulty in dis¬ 
tinguishing between the two conditions. 

In a protracted operation attended by any con¬ 
siderable loss of blood it cannot but be expected 
that simple faintness should occur. The face 
and lips become pale, the pulse is thready and 
rapid, and sometimes can hardly be felt at all. 
The condition is almost constantly present at the 
end of an operation. It is, therefore, a sign that 
the patient is coming round in many cases, and 
it is then free from danger. 

The colour of the face and lips may be speedily 
restored by brisk friction, and I have been in the 
habit of using this device at the end of an opera¬ 
tion—before admitting the patient’s friends into 
the room—in order to spare them the anxiety 
which they naturally would feel on seeing the 
child pale and still unconscious. So long as the 
colour is good they are content to believe that the 
condition is one of natural sleep. Yet, when the 
operation has been long and the loss of blood 
considerable, such faintness may be attended by 
danger, and restoratives are necessary. 

Dr. Lauder Brunton’s well-known explanation of 
the phenomena of shock under chloroform is that 
the reflexes are unsymmetrically annulled; for whilst 
stimulation of a sensory nerve causes, as usual, 
inhibition of the heart, yet this inhibition is not 
counteracted, as it would be in patients not under 
an anaesthetic, by the general contraction of the 
systemic arterioles. For these, under imperfect 
anaesthesia, he believes, are relaxed from paralysis 
of the vaso-motor centre, and unable to contract 
under sensory stimulus. 


* ‘Med. Times,* July, 1890. 


If, however, Shore and Gaskell are right in 
supposing that the first effect of chloroform is to 
raise the blood-pressure by causing vaso-motor 
constriction, and not to lower it by depressing the 
vaso-motor centres, Dr. Brunton’s explanation 
will need modification. 

In this case the alternative is that in imperfect 
anaesthesia, shock from irritation of sensory nerves 
inhibits the heart, already partially exhausted by 
obstruction in front, caused by vaso-motor con¬ 
striction, and precipitates its failure. 

But other explanations may be offered of the 
symptoms of shock under chloroform. 

According to Parkes and Johnson,* the sym¬ 
ptoms of cholera collapse are due to arrest of 
pulmonary circulation, Dr. Parkes attributing such 
arrest to blood-changes, and Sir George Johnson 
to contraction of pulmonary arterioles. And these 
theories might be adduced in favour of the above 
view as to the condition of the circulation in 
chloroform collapse. But doubt exists whether 
contraction of arterioles and dilatation of the right 
heart occur in cholera collapse, both because 
evidence is wanting that the heart is dilated, and 
also because amyl nitrite has failed to be of service 
in such cases. 

Collapse in cholera, and also when produced by 
mechanical violence, is accompanied by distension 
of the thoracic and abdominal veins. And to 
such distension the symptoms have been attributed 
(Lauder Brunton, * Disorders of Digestion,’ p. 268). 

Such venous distension may possibly occur in 
cases of shock under chloroform. But even if so, 
it would not exclude the co-existence of arterial 
contraction. 

In some cases, Snow’s explanation that inhibition 
of the heart at the moment when the incision is 
made is due not to the effect of the knife, but to 
that of an overdose of chloroform immediately 
preceding, may be accepted. Yet, in the majority 
of cases, it is obvious that the wincing and other 
symptoms indicate that anaesthesia is incomplete. 

* ‘On Cholera/ London, 1841, p. 185, “Epidemic- 
Diarrhoea and Cholera." 


Dressing for Circumcision. —After the opera¬ 
tion clean the penis, then paint from the meatus 
to the root with the following: Resin, 1 dr.; Copal 
varnish, 1 dr.; Beeswax, 1 oz.; Tallow, 2 oz.; 
Iodoform, 1 dr. 

Indian Med.-Chir . Rev., vol. ii, No. 5. 
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Treatment of Venereal Buboes.— Perry 
(‘Amer. Journ. of the Med. Sciences/ Nov., 1896) 
considers the treatment of non-suppurating buboes 
under the headings: (1) by external application; 
(2) by the hypodermic injection of medicinal 
agents into the substance of the gland; (3) by 
incision ; and (4) by excision. 

The most important means to employ when a 
bubo is seen early and it is decided to try abortive 
measures, are rest in bed, belladonna ointment, 
and spica pressure of the groin. In a very few 
cases these measures will cause a disappearance of 
the inflammatory symptoms. The writer has long 
since given up this treatment, however, as un¬ 
reliable and unsatisfactory, and now treats all 
buboes seen before suppuration by another method. 

Several antiseptic substances, for injection into 
the inflamed gland, have been used as a means of 
aborting buboes. Dr. M. K. Taylor several years 
ago called the attention of the profession to this 
method of injecting a solution of carbolic acid ; he 
claims that one injection generally succeeds in 
aborting a bubo, that suppuration is rare, and that 
a cure is effected in eight to ten days. He uses a 
solution of ten grains to the ounce, and injects 
twenty to forty minims. 

Harvey also speaks of the efficacy of this treat¬ 
ment, and says the time of election for the injection 
is just prior to suppuration. Others have tried 
carbolic acid, but have been disappointed with the 
results obtained, and at the present time this agent 
is seldom employed. 

A 1 per cent, solution of bichloride of mercury 
has also been highly lauded as an efficient remedy 
in this class of cases. Nanino reported twenty- 
seven buboes successfully treated by injecting this 
drug. The author has treated five cases by this 
method,—in all of which there was intense pain, 
produced by the medication, that lasted for hours ; 
in one case there was severe constitutional dis¬ 
turbance, the febrile symptoms lasting six days, 
and all went well on to the formation of an abscess 
necessitating an incision. The average duration 
of treatment in these cases was seventeen days. 
He soon discontinued the method on account of 
the severe pain it produced. 


Dr. Welander, who first called attention to the 
marked influence of benzoate of mercury in the 
treatment of buboes, reports some extraordinary 
results, and says that in the majority of non-sup¬ 
purating cases it will cause a subsidence of the 
inflammatory symptoms in a few days, and that 
resolution will be prompt. Of seventy-eight cases 
reported by him, fifty-six were cured without any 
suppuration; but in the remaining number some 
pus formed in the centre of the gland, necessitating 
a puncture. Spitschka confirms the results of 
Welander. Brousse and Botherat reported ten 
cases treated by this method, nine of which sup¬ 
purated. 

The writer’s experience with the benzoate of 
mercury has been so satisfactory that he employs 
it in the treatment of all non-suppurating buboes, 
and also in those in which the formation of pus 


is suspected but distinct fluctuation is absent. In 
fact, his experience teaches that it acts most 
beneficially in buboes in which suppuration is 
threatened. 

The injection should be made under the same 
aseptic conditions as when a surgical operation is 
contemplated. He generally injects twenty or 
thirty minims with a hypodermic syringe, passing 
the needle well into the substance of the gland at 
one or more points. 

The medication causes a burning pain, which 
usually lasts about two hours, and some constitu¬ 
tional disturbance ; fever ranging from 99 0 to 104°, 
and continuing for a few* days. In some cases 
there is rise in temperature only after the first 
injection, while in others there is an elevation 
after each use of the drug. The shortest period 
of fever recorded was one day, the longest six days, 
and the average three days. 

In two or three days after the commencement 
of treatment the bubo is much diminished in size, 
and resolution is taking place. In all of the 
author’s cases some pus, generally small in amount, 
formed in the centre of the inflamed gland, but at 
the same time resolution was taking place in the 
periphery. As soon as any suppuration is detected 
a small puncture is made, all the pus squeezed 
out, the small abscess cavity irrigated with peroxide 
of hydrogen, and an antiseptic dressing applied. 
In a few days all discharge ceases, the remaining 
induration rapidly subsides, and the bubo is cured. 

In all, Perry has treated twenty-two cases by 
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injection with 1 per cent, solution of benzoate of 
mercury in non-suppurating buboes. In all, 306 
days* treatment was given, and the average time 
necessary to effect a cure was 139 days. 

He considers this treatment far superior, in the 
majority of buboes, to excision of the inflamed 
glands, since it is a trivial one, there is no danger 
of an accident and no need of an anesthetic, the 
scar is scarcely noticeable, and the time necessary 
to effect a cure is much shorter. On the other 
hand, the excision of a large bubo is not a simple 
operation ; it leaves a large cavity, which in the 
vast majority of cases must heal by granulation, 
weeks being consumed before cicatrisation : and 
finally a large and unsightly scar is left. Again, 
discarding everything in this comparison except 
the element of time, and weighing the most 
favorable statistics the author has seen on ex¬ 
cision-union by first intention in one half of the 
cases,—still the scales tip in favour of the benzoate 
treatment. 

In recent years excision has become the 
favourite method of many surgeons for treating 
non-suppurating buboes, but the results obtained 
have been so unsatisfactory that several who 
formerly excised all inflamed glands have aban¬ 
doned the operation and treat by external appli¬ 
cation until pus forms, when the bubo is incised 
and treated as an ordinary abscess. 

Excision of all implicated glands means a diffi¬ 
cult and somewhat hazardous operation in a 
dangerous anatomical region. Accidents have 
happened in the hands of the most skilful 
operators; the most serious are wounds of the 
femoral and internal saphenous veins. The 
haemorrhage is often profuse, and complete enu¬ 
cleation of all the diseased glands leaves a cavity 
that seldom heals before considerable time has 
elapsed. 

Dr. Watson believes in thorough excision, and 
reports twenty unselected cases, in ten of which 
he secured union by first intention. His statistics 
are the most favorable, and probably few other 
surgeons have been as successful. Martin says 
the time consumed will be from two to eight weeks, 
depending upon the size of the bubo excised. 

The treatment of suppurating buboes may be 

(1) by incision and treating as ordinary abscess; 

(2) by incision and curettement; (3) by puncture, 
evacuation of pus, and distension of the cavity 


with medicinal substances; and (4) by thorough 
excision of all diseased glands. 

The treatment by incision alone has not yet 
yielded very brilliant results, the average number 
of days consumed being thirty-two. 

Incision and curettement has not given much 
better results than simple incision. It is true, 
though, that the cases in which curettement is 
used are generally more severe, and consequently 
the results are not so favorable as if this extreme 
measure were used in all suppurating buboes. This 
treatment is advisable in those cases in which the 
skin has been destroyed and there is left an un¬ 
healthy granulating ulcer. 

Karl Szadex reported 274 cases of suppurating 
buboes treated by incision, curetting, and packing 
with iodoform gauze. The average duration of 
treatment was thirty days. 

Dr. Scott Helms removed the pus by aspiration, 
injected the cavity with a solution of carbolic acid, 
and after this was thoroughly squeezed out, dis¬ 
tended the abscess cavity w T ith a 10 per cent, 
iodoform ointment. 

Fontan treated the incised bubo with iodoform 
and vaselin, and reported forty-one cases. The 
average time of treatment was six or seven days. 

Dr. Otis reported sixteen buboes treated by 
this method : nine were cured in six davs, one in 
fourteen days, and one in twenty-three days. 

Dr. Hayden describes his treatment as follows : 
—Make a small puncture through the skin at the 
most fluctuating point of the bubo, thoroughly 
evacuate the pus, irrigate the cavity with peroxide 
of hydrogen, then with bichloride solution 1 in 
1000, press out all the fluid, distend the cavity 
with warm vaselin, holding in suspension 10 per 
cent, of iodoform, and apply a cold bichloride 
dressing to favour congealment. The patient 
should be kept quiet for forty-eight hours, and the 
dressings removed on the third or fourth day; if 
no pus has formed, another injection of iodoform 
ointment is not necessary ; but if the suppuration 
has not entirely ceased, the bubo should be re¬ 
dressed in the original manner. He reports fifteen 
cases in which the average duration of treatment 
was twelve days, and in twelve of these one in¬ 
jection was sufficient. 

From the above statistics the writer states that 
he is led to conclude— 

1, That buboes are probably caused by the 
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absorption of chemical poisons, the result of the 
action of the micro-organisms in the chancroid, 
and not by the entrance of the micro-organisms 
themselves into the lymphatics. 

2. That the benzoate of mercury yields such 
satisfactory results that it should be employed in 
the treatment of non-suppurating buboes, and ex¬ 
cision reserved for those cases in which benzoate 
has failed. 

3. The injection of iodoform ointment should 
be used in the treatment of all freely suppurating 
buboes, since statistics show that it yields much 
more satisfactory results than the other methods of 
treatment applicable to this variety. 

4. Incision and curettement should be used in 
a few cases in which the skin has been destroyed 
and the ulcer presents an unhealthy granulating 
surface. 

5. Excision should be reserved for cases that 
have not yielded to other treatment, and for those 
in which there are several foci of suppuration. 

Therapeutic Gazette , February 15th. 1897. 

Prodromal and Secondary Exanthema.—L. 

Bernhard (‘Munch. Medic. Wochenschr.,’ 1896, 
xliii, 793) said that the great importance of the 
skin eruptions which precede or follow acute 
infectious diseases was in great contrast to the 
slight information we possess of them. Aside 
from the well-known rash which sometimes com¬ 
plicates variola, there was very little information 
of prodromal exanthemata to be found in literature. 
The prodromal rashes were characterised, according 
to his experience, as follows :—They seemed to 
make their appearance most generally with mor- 
billi and rubeola, but have also been noticed in 
diphtheria, pneumonia, scarlet fever, varicella, and 
pertussis. The exanthem was not characteristic of 
each disease, but was of a polymorphous character. 
Sometimes diffuse erythemas of short duration 
make their appearance; at others, smaller or 
larger spots of a paler colour, or of more intense 
redness. He had never known them to last 
longer than three days. The face always remained 
free. Frequently the eruption rapidly paled and 
became less distinct when the children were exposed 
during the examination, to a cooler atmosphere than 
when in bed. Conjunctivitis was not present, though 
occasionally photophobia was found in the prodro¬ 
mal exanthematas, which were later followed by 


morbilli. Quite frequently a pharyngitis was also 
present. The temperature was either normal or 
only slightly raised, but frequently there existed 
an apathetic condition, anorexia and fretfulness, 
and the children seemed to have an intuition that 
they were going to be ill. 

Not only were the prodromal eruptions of prac¬ 
tical importance, but also were those which follow 
the acute infectious diseases. These latter had 
been observed by him in three different forms : In 
the first group there appeared on the tenth to 
twenty-first day of illness, after the disappearance 
of the exanthem, in those patients who had suffered 
from rhinitis, rhagades of the lips, aphthous ulcer¬ 
ations and necrotic anginas, red spots of the size 
of the distal joint of the little finger on the body 
and extremities; the face being only very slightly 
involved. These macules rapidly enlarged, be¬ 
came confluent, pale in the centre, the red border 
seemed raised, and the skin presented an appear¬ 
ance similar to a geographical chart. After an 
indefinite period these macules disappeared, 
usually remaining visible until death, which in his 
cases always occurred. With the appearance of 
the exanthetn no rise in temperature took place; 
on the contrary, there was a tendency for it to 
fall. Sometimes a strong diazo reaction was 
present, but it was just as frequently absent. The 
absence of albumen in the urine was rather singular 
in one case in which death was caused through 
haemorrhage from an eroded jugular vein, from a 
glandular abscess. This same exanthem was 
described by A. von Raudnitz, under the name of 
“ Erythema exudativum multiforme septicum,” as 
occurring in two infants suffering with ulceration 
of the umbilicus, stiffness of the muscles of the 
neck, albuminuria and severe enteritis. No fever 
was present, and both cases recovered. Martineau 
observed this same form of erythema in a child 
two and a half months old, appearing on the ninth 
day after vaccination. 

The second group presented the following char¬ 
acteristics :—At the end of the second or beginning 
of the third week of illness, pale red macules, the 
size of a lentil, made their appearance in the 
neighbourhood of the joints of the extremities, 
preferably the knee-joints. They progressed cen¬ 
trally, so that the body also was soon covered with 
sparse spots. The face generally remained free. 
In these cases also no rise of temperature was 
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noticed, and, just as in the previous group, rhagades 
at the alae nasi and lips, necrotic anginas and 
phlegmonous processes on the lateral portions of 
the neck were present. In these cases the epidemic 
nature, to which Hutinel had already referred, was 
particularly noticeable. In one of these epidemics 
observed in the Children’s Hospital five children in 
succession died. On autopsy extensive pneumonic 
processes were found, whose origin could be traced 
to streptococci infection. Microscopic examination 
and bacteriological experiments in a number of 
cases showed streptococci in the blood during life. 
These ulcerations must be looked upon as the 
source of the infection. 

The third group of these exanthemata was 
characterised by an eruption similar to that of 
scarlet fever. This form occurred earlier than the 
latter one—namely, in the beginning or middle of 
the second week of illness. In these cases a 
marked rise of temperature frequently accompanied 
the appearance of the eruption, otherwise the 
symptoms were the same. 

As to the aetiology of the secondary exanthems, 
he mentioned that he was able to obtain virulent 
streptococci cultures during life from the blood 
and post-mortem from the different organs. Most 
assuredly do these bacteria play a great rdlc in 
secondary exanthems. It would, however, be a 
mistake to believe that this was true in all cases, 
as Hutinel, for example, maintains. In a case of 
diphtheria, where, for other reasons, continued 
bacteriological examinations were made, an exten¬ 
sive mottled, measle-like exanthem made its 
appearance on the ninth day of illness. Never¬ 
theless, the cultures showed exclusively diphtheria 
bacilli, which held their own up to the time of 
death. In this case it seemed certain that the 
secondary exanthem was caused by the “ primary ” 
virus. As our knowledge regarding the sources of 
infectious diseases is still quite small, we must be 
doubly careful in supposing that the secondary 
exanthems are caused by other bacteria than the 
primary disease.— Pediatrics , March 15th, 1897. 

The Pathogenesis of Addison’s Disease.— 

As the result of an experimental investigation, 
Boinet (‘ Revue de M^decine,’ 1897, No. 2, p. 136) 
concludes that the theories that attribute the 
manifestations of Addison’s disease on the one 
hand to failure in function of the supra renal 


glands, and on the other hand to disease of the 
abdominal sympathetic system of nerves, represent 
each the truth in part, either alone being inadequate 
to explain the symptoms. In case of absence or 
of integrity of the capsules, the nervous theory 
must necessarily be invoked. Both clinical and 
experimental evidence, however, shows that patho¬ 
logic or experimental destruction of the capsules 
acts not only through ascending and secondary 
degeneration of the sympathetic nerves and their 
ganglia, but also through the loss of function of 
the capsules. This suppression of function favours 
the retention in the blood, in the viscera, and in 
the muscles of toxic products that appear to play a 
certain role, either in the formation of pigment in 
the blood, or in the production and augmentation 
of asthenia .—Medical Record, March 20th, 1897. 


A Case of Chondritis Costalis Septica. —A 

case of this affection is reported from the technical 
clinic of the Hospital of the Seraphim in Stock¬ 
holm by Ulric M. Aspegren. The patient, a 
joiner 27 years of age, noticed, a month previously, 
a tumour of the size of a nut, which was neither 
painful nor sensitive on palpation. It was situated 
on a level with the third right costal cartilage, 
quite near the sternum, was not moveable, but 
grown to the bone. Vigorous contractions of the 
great pectoral muscles caused a little pain. The 
author found abreast of the insertion of the third 
right costal cartilage and extending in the direction 
of the same rib, an oval roundish tumour, respec¬ 
tively 9 and 7 centimetres in diameter. Appa¬ 
rently the tumour was adherent to and passed 
insensibly into the cartilage of the third (possibly 
even of the fourth) rib, as well as into the right 
side of the sternum. The surface of the tumour 
seemed to be pretty smooth, its consistency was 
hard and somewhat elastic. In the centre it was 
softer, almost fluctuating. An incision 10 centi¬ 
metres long was made along the third costal carti¬ 
lage. On cutting the great pectoral muscle its 
undermost fascicles appeared considerably infil¬ 
trated. As the operator endeavoured to dissect 
them free from the tumour, a small cavity was 
opened, from which some ichorous pus ran out. 
This cavity, which also contained some masses of 
granulations, was curetted. Thereupon the third 
costal cartilage was dissected free throughout its 
entire length. About 1 centimetre from its sternal 
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border, on the inferior edge of the cartilage, there 
was an excavation of the size of a pea, filled up 
with a soft mass. Resection of the costal cartilage 
from its sternal border as far as 0 5 centimetre 
into the osseous part of the rib was then performed, 
and recovery followed. The author considers the 
bacteria in question as belonging to the Bacterium 
coli-commune , although it did not produce coagu¬ 
lation of milk nor indol. This case is the first in 
which the Bacterium coli-commune has been clini¬ 
cally discovered as engendering suppuration in the 
osseo-cartilaginous system, although experimentally 
this result has been produced.— Hygiea , vol. lviii, 
No. 9, pp. 235—245. 

Salts of Potassium in Heart Disease.— 

Krivonogoff administered nitrate of potassium in 
single doses of 10 grains (0*67 gramme), six times 
An twenty-four hours, to patients with heart affec¬ 
tions, especially where compensation was defective. 
The favorable action of this treatment manifested 
itself as follows :—The contractions of the heart 
were stronger; this was made evident by the 
strengthened heart-beats and by the increased 
wave of the pulse and arterial pressure. A fre¬ 
quent pulse became slow under the influence of 
nitrate of potassium; the daily quantity of urine 
was markedly increased, which the author ascribes 
to the increased blood-pressure. CEdema, hydro¬ 
thorax, ascites, &c., disappeared, and the weight 
of the body was reduced. One of the first sym¬ 
ptoms of the action of the salts of potassium was 
an evident diminution of the dyspnoea, and amelio¬ 
ration of sleep and the general condition. Some¬ 
times the salts had a purgative effect, w T hich after¬ 
wards disappeared of itself. In the fifteen cases 
observed the author had never seen, even during 
long-continued use of this remedy, any cumulative 
action or any secondary unfavorable symptoms. 
This would suggest that preference should be given 
to nitrate of potassium rather than to digitalis or 
convallaria.— Inaugural Dissertation , St. Peters¬ 
burg, 1896. 

Concerning the Association Centres.— At 

the First Northern Congress for Internal Diseases, 
Harold Holm exhibited a table which gave a 
general synopsis of the microscopical changes 
observed in sixty-nine brains of insane individuals, 
representing most of the forms of mental disease. 


The pathologico-anatomical alterations indicated 
only partially agree with the views of Flechsig. 
The places of predilection for the anatomical 
alterations are the gyrus rectus, the gyrus forni- 
catus (which does not belong to the association 
centres of Flechsig), as well as the island of Reil. 
Here the cortical substance of the brain may be 
entirely destroyed on both sides without there 
having been any aphasia or paraphasia observed. 
Where there are symptoms of aphasia with de¬ 
struction in the region of the island of Reil, the 
cause must be looked for in the interruption of 
tracts which have their course therein, without 
any connection with the insular cortex. With 
regard to frequency of destruction of other parts 
of the brain-cortex, the frontal gyri and the 
temporal lobe come next in order, while the 
parietal lobe, the central gyri, and the occipital 
lobe come last. 

The results of these investigations speak mani¬ 
festly for the opinion that the origin of the 
psychoses lies in the destruction of the fibres 
having a transverse course, though the various 
parts of these may have a greater or lesser im¬ 
portance as to the psychosis, and their de¬ 
generation may engender the different forms of 
mental disease, according to their localisation. 

Hygiea , vol. lviii, No. 9, pp. 303, 304. 


A Guide to the Practical Examination of 
Urine , for the use of Physicians and 
Students. By James Tyson, M.D., 
Professor of Clinical Medicine in the 
University of Pennsylvania, Physician 
to the Hospital of the University, Phy¬ 
sician to the Philadelphia Hospital, 
Fellow of the College of Physicians of 
Philadelphia, &c. Ninth edition. Re¬ 
vised and corrected, with a coloured 
plate and wood engravings. (London, 
Bailliere, Tindall & Cox. Price 7s. 6 d.) 


This is a carefully compiled summary of the 
more important facts and theories of the various 
constituents of urine, with the means used for 
their identification and their clinical significance. 
The tests most generally useful to the busy prac¬ 
titioner are pointed out, and sources of error 
indicated. The latest and most accurate methods 
are also described and explained. Theory, which 
is always supported by good authority, is well 
separated from fact, especially in discussing the 
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clinical import of any body found in the urine. 
The book should enable the student or practitioner 
to know what to look for, or what interpretation 
to place on any substance found in urine under 
examination. 


A Text-book of Bacteriology , including the 

Etiology and Prevention of Infective 
Diseases , and a short account of Yeasts 
and Moulds, Hcematozoa, and Psorosperms . 
By Edgar M. Crookshank, M.B., 
Professor of Comparative Pathology 
and Bacteriology, and Fellow of King’s 
College, London. Fourth edition. 
(London, H. K. Lewis. Roy. 8vo., 
pp. 748, 21s.) 

Bacteriological science has of late made such 
notable advances, that a new edition of this work 
has afforded the author an opportunity of making 
this text-book the means of giving the medical 

public the most recent results and teaching on 
this subject. The fact that not only has the text 
of the third edition been re-constructt-d, enlarged, 
and revised, but also that twenty-six chapters have 
been added, amply justifies the opening remark of 
the preface, that “ this book, though nominally a 
fourth edition, is practically a new work.” The 
book is arranged in three parts—Part I being 
devoted to the consideration of the most recent 
methods of examination in bacteriology, and of 
investigating the etiology of disease; Part II 
includes the study of infective diseases and the 
bacteria associated with them ; Part III is a syste¬ 
matic description of about 500 bacteria. There j 
is also included in the volume, in the form of a j 
supplemental appendix, extracts from the conclu- j 
sions arrived at by the Royal Vaccination Com- I 
missioners. In our opinion the most practical 
portion of this valuable addition to our knowledge 
of bacteriology is Part III. Within the space of 
about 300 pages the author has so perspicuously 
set forth a wealth of clinical observations and a 
mass of important pathological facts that it is not 
till the difficulties of accomplishing such a truly 
wonderful tour de force are fully recognised that 
the true merit of this perfectly proportioned piece 
of work is evident. There can be no doubt that 
the results of Professor Crookshank’s labours will , 
be of the greatest value to medical men, and espe- 1 
daily to medical officers of health, in understand¬ 
ing the best and most effective measures for 
stamping out infective diseases. A very striking 
feature of this work is the intrinsic evidence of ; 
lavish expenditure of time and detail work to 
insure the utmost scientific accuracy in regard to 
the facts stated concerning the etiology of infective 
diseases. It is to be expected that the publication 


of this book will induce others to further efforts 
towards the elucidation of the nature of the con- 
tagium not yet determined in various diseases. 
The knowledge of the life-history of micro-organ¬ 
isms is an important part of scientific investiga¬ 
tion, and must be intimately connected with any 
preventive measures against infective diseases. 
The bibliography of the subject has been arranged 
according to the chapters in this work, and as the 
author points out, with the help of this and with 
the aid of the current numbers of the medical 
scientific press, there can be no difficulty in 
becoming acquainted with the most recent litera¬ 
ture dealing with the subject. In regard to the 
abstracts from the report of the Royal Vaccination 
Commission, the advisability of including them in 
a text-book may at first sight appear questionable, 
but a perusal of the supplemental appendix is 
sufficient to convince one of the wisdom of this 
addition, A knowledge of bacteriology is becoming 
of more and more importance to the general prac¬ 
titioner, and the coloured plates with which this 
volume is abundantly illustrated will serve as a 
useful help in acquiring familiarity with the modern 
views of the causation of disease The mere 
statement of the fact that the number of wood 
engravings and photographs in this work amount 
to 273, sufficiently shows the liberal way in which 
this work has been prepared for publication. 


Section Cutting and Staining. By W. S. 
Colman, M.D., M.R.C.P., Assistant 
Physician (formerly Pathologist) to the 
National Hospital for the Paralysed and 
Epileptic, &c. Second edition, enlarged. 
(London, H. K. Lewis. Crown 8vo., 
pp. 160, 3s. 6 d.) 

The cause of the great success of this excellent 
little book is probably to be lound in the preface 
to this second edition, wherein the author remarks, 
“ those methods are selected which have been 
found to work well in practice, and it has been 
thought better to describe a few in detail rather 
than give a short accouqj of many similar methods.” 
The apparatus required is explained, and hardening 
processes are carefully detailed. Many practical 
and useful hints are to be found on section-cutting 
and section-mounting. With regard to general 
staining methods, ihe most useful stains for general 
purposes are given in detail. The special meihods 
for staining the nerve centres are satisfactorily 
dealt with, and an adequate description is pre¬ 
sented of the methods for staining micro-organisms 
and blood. The injection of blood-vessels is fully 
set forth, and the directions for preparing individual 
tissues is by no means the least valuable part of 
this practical work. Its utility is further enhanced 
by a copious index. 

Digitized by VjOOQlC 




THE CLINICAL JOURNAL. 


WEDNESDAY , APRIL 21, 1897- 


CHLOROFORM NARCOSIS IN 
CHILDREN. 

By LEONARD G. GUTHRIE, M.D., M.R.C.P., 

Physician to Out-patients (late Chloroformist), 
Paddington Green Children’s Hospital. 

Part V. 

Treatment of Chloroform Collapse . 

When the premonitory symptoms—pallor, and 
gasping irregular inspiration, with deficient expira¬ 
tion—are present, the treatment is simply to with¬ 
hold the chloroform at once, to supply fresh air, 
and to aid expiration by forcibly compressing the 
lower part of the chest between the two hands after 
each gasping inspiration. The reserve and chloro¬ 
form-laden air is thus driven out of the chest, 
whilst the intake of fresh air is increased, and thus 
the condition of actual collapse is averted. This 
treatment can usually be carried out by the chloro¬ 
formist unaided, and without interfering with the 
progress of the operation, or raising a panic. 

But when the condition of actual collapse occurs 
the operation must be suspended, and the surgeon’s 
assistance sought. To him must be left the per¬ 
formance of artificial respiration, whilst the chloro¬ 
formist confines his attention to keeping the air- 
passages free, and other assistants are occupied in 
getting hypodermic syringes filled with ether or 
strychnia solution, in dabbing the praecordia with 
a succession of sponges wrung out in hot water, 
and in preparing the battery for use should these 
remedies be called for. 

As a matter of fact, if artificial respiration fails 
to restore the patient all other remedies are pro¬ 
bably useless, but it is necessary that the latter 
should be employed as a last resource, in order to 
satisfy the inquisitorial demands of a coroner’s 
jury. 

The best method of artificial respiration for 
children is the modification of “ Howard’s ” above 
mentioned. The lower part of the thorax is 
grasped between the two hands (the thumbs being 
Vol. IX. No. 26. 


placed beneath the hypochondria on either side), 
and forcibly compressed synchronously with the 
operator’s own expiration, at the end of which the 
patient’s chest is suddenly relieved of pressure. 

The natural resiliency of the chest-walls in a 
healthy child affords sufficient suction power to 
imitate inspiration. But in the case of adults 
Silvester’s method is to be preferred, because it 
not only favours expiration by compression of the 
chest, but also aids inspiration by mechanically 
raising the ribs, and thus increasing the thoracic 
capacity. 

Mouth-to-mouth insufflation is objectionable if 
only on hygienic grounds. It is difficult to accom¬ 
plish, and the operator’s efforts are just as likely 
to distend the stomach as the lungs of the patient. 
Moreover, the patient needs fresh air, and not air 
laden with carbonic acid, and other possible 
impurities from the operator’s lungs. 

Faradism of the phrenic nerves and diaphragm 
has been occasionally successful in restoring respi¬ 
ration, but the method has been objected to on 
the ground that unless applied with considerable 
skill and deliberation, (perhaps more than is usually 
forthcoming at these anxious times,) tetanic con¬ 
traction of the diaphragm may be induced. 

It has been elsewhere suggested that electrical 
stimulation of the vagus may be beneficial by 
exciting the respiratory centre. 

Apparatus for performing artificial respiration 
have been devised by Marcet and Richardson. 
Richardson’s invention consists of a double bellows 
with a single nozzle, which is inserted into one of 
the patient’s nostrils. The bellows are fitted with 
valves, and are contrived so that one pair exhausts 
the air in the lungs, whilst the other supplies fresh 
air. 

The objection to the use of this contrivance is 
that in order to produce any effect whatever the 
patient’s mouth and his other nostril must be 
firmly closed. The tongue meanwhile, or the 
epiglottidean folds, may have obstructed the orifice 
of the glottis, and thus the result may be that air 
is driven in and out of the stomach, whilst the 
lungs are UHj^fegtie^jiOOQlC 
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The apparatus may be, however, of the greatest 
use in patients with rigid chests and emphysematous 
lungs. In such cases, when the ordinary modes of 
artificial respiration are futile, laryngotomy should 
be at once performed, and the air sucked in and 
out of the lungs by means of the bellows, which 
should be attached to the tube inserted into the 
trachea. 

Inversion .—In N^laton’s method the lower half 
of the patient’s body is raised, whilst his head is 
allowed to hang over the edge of the table. In 
the clinical accounts reported by the ‘Lancet’s’ 
Chloroform Commission for 1893, the method of 
total inversion appears frequently, and was often 
successful in restoring life. 

The objections raised to Ndlaton’s method are, 
first, that the position interferes with the descent 
of the diaphragm, especially in cases of ascites or 
abdominal tumour, and secondly, that it causes 
blood already laden with chloroform to stagnate in 
the cerebral vessels. 

The first objection is valid in the cases cited, 
and at least one death has been recorded under 
such circumstances. The second objection also 
seems valid in cases where collapse is the result of 
an overdose, for Shore and Gaskell demonstrated 
that the medullary centres were most speedily 
reduced by chloroform when the blood-supply was 
deficient or asphyxial. In such cases, artificial re¬ 
spiration alone, without inversion, may be capable of 
draining the blood of chloroform and oxygenating 
it, may excite the heart to action, and thus the 
anaemic medullary centres will once more be sup¬ 
plied with normal fluid. 

On the other hand, when collapse is not due to 
an actual overdose of chloroform, but to the effects 
of shock, inversion should be as beneficial as in 
cases of ordinary syncope in patients not under 
chloroform. 

Dr. Leonard Hill has recently advocated the 
"foot down” position in collapse under chloro¬ 
form.* This would appear to be specially indicated 
in asphyxial conditions (Snow’s cardiac syncope), 
when the heart is presumably distended with 
blood. 

Pulling forward the tongue .—This is the first 
duty of a chloroformist. Unless effectively per¬ 
formed and maintained, it is impossible to ensure 
free entry of air into the lungs. The best tongue 
* Society of Anaesthetists, February 18th, 1897. 


forceps are apt to slip, lacerate the tongue, and 
much valuable time may be wasted in attempting 
to gain fresh hold. When the tongue has once 
been drawn forwards, its position may be maintained 
by passing an elastic band over its base and under 
the chin, as recommended by the rules of the 
Royal Humane Society for the resuscitation of 
the drowned. By this method undue laceration 
of the tongue and slipping of the forceps are 
avoided, and the chloroformist’s hands are left free 
to draw forward the chin and clear the throat of 
any secretions which may be present. 

Sir Joseph Lister believes that when occlusion 
of the glottis takes place from relaxation of the 
arytaeno-epiglottidean folds, traction of the tongue 
acts not only mechanically, in clearing the glottis, 
but also reflexly in promoting respiration. 

On the other hand, the only experiment per¬ 
formed by the Hyderabad Commission which 
appeared to produce shock in animals, was that 
of pulling the tongue. 

In patients already suffering from chloroform 
collapse, I have never known the procedure to 
increase their already alarming condition. 

Nitrite of amyl was used in nine of the fatal 
cases collected by the ‘ Lancet’s ’ Commission for 
1893, and in five of those not fatal. The rationale 
of its use needs some explanation. 

If it be true that in chloroform collapse asphyxia 
has taken place, also that there is general constric¬ 
tion of arterioles, pulmonary and systemic, and that 
the heart has failed to cope with the obstruction in 
front, nitrite of amyl may be of service by causing 
relaxation of the constricted arterioles, as Sir George 
Johnson has declared it to be in cases of asphyxia. 

In cases of ordinary incipient syncope it is 
generally allowed that systemic contraction of 
arterioles takes place, in order to maintain the 
level of blood-pressure needful to supply the brain. 
But this effort of nature is not usually sufficient to 
produce the desired result 

Nitrite of amyl relaxes the cerebral vessels as 
well as the systemic, and when its use is combined 
with inversion of the body, the anaemic condition 
of the brain is relieved, and actual syncope may 
be averted. 

So the remedy may be of use in ordinary cases 
of syncope under chloroform when not due to an 
overdose \ in cases, for instance, of fright, syncope, 
or operation shock under imperfect anaesthesia. 
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On the other hand, in cases of chloroform 
collapse, if the vaso-motor centre be actually 
paralysed from an overdose, and also if it be 
correct that general arterial relaxation is the rule 
under chloroform, another explanation of the use 
of nitrite of amyl must be sought. 

According to Schuller* nitrite of amyl still 
further increases the dilatation of the vessels of the 
pia mater produced by section of the sympathetic. 
In chloroformisadon he says the veins and 
arteries of the pia mater first contract, but very 
soon become relaxed and cause venous congestion. 
This condition, together with dyspnoea, laboured 
respiration, and loss of reflex excitability accom¬ 
panying deep narcotism by chloroform, is relieved 
in a very short time by nitrite of amyl. 

On the other hand, Hurthle, as previously stated, 
finds dilatation of the brain vessels under chloro¬ 
form preceded shortly before death by constriction, 
whilst Roy and Sherrington assert that chloroform 
causes constriction rather than dilatation of the 
vessels of the brain, t It seems more reasonable 
to suppose that nitrite of amyl would be likely to 
relieve by dilating previously constricted vessels 
than by still further dilating vessels already relaxed. 

Method of using amyl nitrite .—It is usual to 
break a capsule containing the remedy and hold it 
under the patient’s nose for him to inhale. As the 
patient has invariably stopped breathing it is neces¬ 
sary to keep up artificial respiration in order to 
ensure the entry of the vapour into the circulation. 

An objection may be raised to the use of amyl 
nitrite by inhalation. Dr. Brunton has shown 
that when given in this way it causes dyspnoea. J 
Garagee attributes this dyspnoea to the power of 
the drug to combine with haemoglobin and to 
prevent it from giving off oxygen This effect 
is said not to be produced when hypodermic 
•injection of the remedy is employed. Hence if 
it be true that oxygen is already deficient in 
the blood of those under chloroform, their con¬ 
dition may be rendered worse by inhalation of 
amyl nitrite. So, if used at all, it should be injected 
sub cutem , as Dr. Brunton has suggested in the 
case of cholera collapse. 

Atropine was recommended by Schafer and 

* ‘ Med. Times and Gazette,’ 1874, vol. ii, p. 665. 

f ‘ Journ. of Physiol.,’ vol. xi, p. 97. 

X “ Amyl Nitrite in Cholera,” 4 Brit. Med. Jouro.,’ p. 44, 
January 13th, 187a. 


Munro.* They advised that the drug should be 
given one hour prior to the administration of 
chloroform, in sufficient do 9 es to paralyse the 
cardio-inhibitory centres. They believed that the 
danger of inhibition of the heart under chloroform, 
by stimulation of the vagus, would thus be avoided. 
Whelan t recommended its use on similar grounds. 
Moinet J on the ground that atropine stimulates the 
respiratory centre. The use of atropine with a view 
to paralysing the inhibitory mechanism of the 
heart will not find favour with those who hold the 
doctrine of the safeguard action of the vagus. But 
atropine may be of service by reason of its action 
upon the pulmonary circulation. 

Johnson has stated that pulmonary constriction 
and consequent cardiac dilatation will not take 
place in cases of asphyxia when atropine has pre¬ 
viously been administered. 

Dr. Lauder Brunton found that the constriction 
of pulmonary vessels and consequent dilatation of 
the right heart, produced by muscarine, were at 
once relieved by the action of atropine. 

From the analogous condition of the heart and 
pulmonary circulation believed to occur in cases 
of cholera collapse, he was led to use atropine with 
a similar object, and he has recently reported a 
case of cholera which he treated successfully in 
this manner.^ 

Hence, if arterial constriction and cardiac dila¬ 
tations are present in cases of chloroform collapse 
—whether chloroform or asphyxia or both are 
responsible for the condition,—atropine may be of 
use in counteracting the effect; whilst, if pre¬ 
viously administered, it may conceivably prevent 
the occurrence of the condition. 

A combination of atropine and morphine has 
been employed by Dastre, and also by Aubert, of 
Lyons, with the object of averting cardiac paralysis 
due to vagal inhibition under chloroform. 

At a meeting of the Soci^fo de Chirurgie, 1890, 
M. Paul Regnier condemned the practice on the 
ground that even if atropine and morphine lessen 
the danger of reflex syncope, they increase other 
perils from the fact that they lessen the elimina¬ 
tion of chloroform and lend to prevent recovery 
to consciousness. 


* 4 Brit. Med. Journ.,’ 1880, vol. ii, pp. 240—620. 
f 4 Lancet,’ 1882, vol. ii, p. 348. 

^ 4 Brit. Med. Journ.,' 1880, vol.’ii, p. 761. 

$ 4 Med.-Chir. Trans.,’ 1893. 
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Admitting the value of Dastre’s method on dogs, 
for which but little chloroform is required, after a 
preliminary injection of atropine and morphine, 
M. Regnier gives warning against its employment 
for human beings, as they require large quantities of 
chloroform even after the preliminary injection, 
and the presence of the alkaloids in the circula¬ 
tion seems to increase the fear of poisoning, 
while the dangers of such after-effects as vomiting, 
syncope, and failure of respiration do not seem to 
be lessened. 

I am quite of M. Regnier’s opinion as regards 
the preliminary use of these drugs, and I have 
elsewhere stated my objection to giving morphia 
or alcohol to patients about to undergo chloroform 
anaesthesia. 

Atropine, in order to produce the desired 
physiological effect, must be given in doses which 
may themselves produce alarming symptoms. In 
other words, we must purposely poison the patient 
with atropine in order to avoid the possibility 
of poisoning him with chloroform. The latter 
danger may perhaps be avoided, whilst the former 
is already in existence. 

At the same time the use of atropine as an anti¬ 
dote in cases of actual collapse under chloroform 
may be of service, if the condition is one of 
cardiac failure produced in the manner already 
suggested, by the action of chloroform and asphyxia 
combined. 

Stimulants are designed to promote both circu¬ 
lation and respiration. 

Direct excitation of the heart may be accom¬ 
panied by acupuncture-—with or without injection 
of strychnia into the muscle,—or by irritation 
of the praecordia by means of turpentine, ammonia, 
mustard, hot water, or electricity. 

Richardson* objected to the use of electricity 
as a direct cardiac stimulant (i) on the ground of 
its uncertainty. He considered it quite as likely 
to inhibit, as to excite the heart’s action. (2) He 
showed that a rabbit's heart which had ceased to 

act under chloroform could for a short time be 

« 

made to work by galvanism, but that it soon 
stopped, even when the intensity of the current 
was increased, with the ventricles in systole. He 
regarded this as a proof that the heart muscle was 
exhausted by the current. But the fact that the 


* * Med. Times and Gazette/ vol. ii, 1870, p. 88. 


ventricles stopped in systole, would appear to 
indicate tetanic contraction rather than exhaustion 
of the muscle. 

Professor Schafer considered that electricity was 
as likely to arrest a heart still capable of action, as 
to set it going when inhibited.* 

The heart may also be indirectly excited to action 
by ether, brandy, and ammonia, given by the mouth 
or rectum, or subcutaneously injected. 

Respiratory stimulants .—Drawing forward the 
tongue is believed by Lister to reflexly excite res¬ 
piration. A similar effect is believed to be pro¬ 
duced by direct irritation of the epiglottis, or glottis, 
by the finger or otherwise. 

Professor Hobday t has recommended hydro¬ 
cyan ic acid in full medicinal dose as a respiratory 
stimulant. 

The vapour of ammonia passed up the nostrils 
stimulates both respiratory and vaso-motor centres. 

The above remedies may be useful adjuncts 
to artificial respiration, but they are not to be 
relied upon alone. The best cardiac and respira¬ 
tory stimulant is artificial respiration, and on no 
account should artificial respiration be suspended 
in order to try other modes of resuscitation. 

Tracheotomy was performed in twelve of the 
fatal cases recorded by the 4 Lancet’s ’ Commission 
for 1893. 

Either this operation or laryngotomy is indicated 
in the case of obstruction of the glottis by foreign 
bodies which cannot be otherwise dislodged, and 
also may be necessary when spasm of the glottis, 
caused by the entrance of a foreign body into the 
trachea, occurs. Possibly also, in rare cases, the 
operation may be essential when complete spasm 
of the glottis is due to direct irritation from the 
chloroform. 

Dr. Dudley Buxton advocates laryngotomy when 
the spasm persists after drawing forward the tongue 
and hooking up the larynx. 

Of the two operations laryngotomy is to be pre¬ 
ferred, because it is more easily and quickly per¬ 
formed than tracheotomy. In the case of a foreign 
body impacted in the glottis, or in simple spasm, 
laryngotomy should relieve at once ; whilst when a 
foreign body has entered the trachea, and is pre¬ 
vented from getting out by spasm of the glottis, 
laryngotomy will relieve the immediate dyspnoea, 

• ‘ Brit. Med. Journ./ 1880, vol. ii, p. 620. 

t * Journ. of Comp. Path, and Therap./ 1896. 
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and the more elaborate operation of tracheotomy 
may be then performed at leisure. 

Such operations, however, never need be per¬ 
formed except as a last resource. It would add an 
additional terror to the prospect of being chloro¬ 
formed, were they always necessary in cases of 
chloroform collapse. 

To perform either operation in all cases when 
respiration has ceased, from the effects of an 
overdose or from shock, in order to facilitate 
artificial respiration, seems quite unjustifiable. 

Yet, as already stated, artificial respiration in 
the case of patients with rigid chests and emphy¬ 
sematous lungs, may necessitate laryngotomy, and 
the use of such an apparatus as Richardson’s. 
Such cases are not likely to occur in childhood. 

In conclusion, it may be stated that these papers 
formed part of a thesis written in 1893, for the 
degree of M.D.Oxford. 

The author is painfully conscious that the excuse 
for rescuing them from oblivion is small. His own 
days as chloroformist are past, but he ventures to 
hope that the record of experience, once of service 
to him, may not be altogether useless to others. 


CLINICAL REMARKS 

ON FOUR CASES OF 

DISEASE OF THE APPENDIX 
VERMIFORMIS. 

By HERBERT W. PAGE, M.C.Cantab., 

Surgeon to St. Mary’s Hospital. 


Four recent cases are worthy of brief record, as 
each of them presented features of interest in 
connection with the surgery of the appendix ver- 
miformis. 

Case 1 was that of a healthy lad set. 14, admitted 
to a medical ward on October 13th, and transferred 
to the surgeon on the following day. On the morning 
of the 12th, when getting out of bed, he had been 
seized with sudden acute pain in the epigastrium ; 
but inasmuch as it soon subsided, he was able to 
go to his work. The pain, however, returned at 
midday, and was now most intense in the region 
of the caecum ; it then became general over the 


abdomen, and was almost as bad in the left as in 
the right iliac fossa. He was sick, but had a 
natural action of the bowels. An aperient was 
ordered with hot fomentations, and he was some¬ 
what easier, passing a fairly good night on the 12th. 
On the morning of the 13th he was worse, tur¬ 
pentine stupes giving him no relief, and as the pain 
increased all day he was brought in the evening to 
St. Mary’s. When I saw him on the 14th the 
boy was obviously very ill. His temperature was 
102 0 F., and his pulse no, his abdomen was dis¬ 
tended and the muscles were rigid, the abdominal 
surface was exquisitely tender, the diaphragm did 
not move. As far as the abdominal tenderness 
allowed us to examine, it seemed that there was 
special resistance in both iliac fossae, with a sus¬ 
picion of dulness on percussion, but McBurney’s 
point, so-called, was not evident. Without further 
delay, therefore, 1 had him moved to the 
theatre and anaesthetised, that we might be better 
able to examine him and proceed to operation if 
there were any local signs. The indications thus far 
had been strongly suggestive of general peritonitis, 
but there had been no continuous vomiting. 
Under anaesthetic we were able to make out that 
there was dulness on percussion in both iliac 
regions, if anything more marked in the right, but 
there was certainly no swelling. His history and 
general condition, however, convinced me that it 
was the right course to explore; and inasmuch as 
the appendix had in all probability been the fons 
et origo tnali> to do so in the caecal region. Accord¬ 
ingly the abdomen was opened by the usual 
incision. A coil of small bowel which immediately 
presented itself was seen to be acutely inflamed 
and covered with recent lymph. The caecum was 
in much the same condition ; it was empty. The 
appendix having been found was seen to be of 
inordinate length, its distal extremity reaching into 
the cavity of the true pelvis. It was adherent from 
end to end, and could not be set free. In its 
course there was a considerable quantity of recent 
lymph, but no pus was found. I was able to feel 
the end of it dipping into the pelvis, but could not 
make out either perforation or concretion. The 
inflammation was practically limited to the appen¬ 
dix and its more immediate surroundings, and I 
deemed it unnecessary to wash out the peritoneum. 
A gauze drain was therefore passed down to the 
extremity of the appendix in the elvis, and the 
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wound was partially closed- The following day 
saw the boy decidedly better, pulse and tempera¬ 
ture had both fallen ; he had not been sick, was 
not so tender or in so much pain, and the 
abdominal facies was less marked. The gauze on 
removal was found to be soaked with blood¬ 
stained serum and lymph, and that part of it which 
came from the depths had a suspiciously faecal 
smell. A smaller gauze drain was again inserted. 
The discharge by this was insignificant in amount, 
but was sufficient to contaminate the external 
wound, which failed to heal by first intention, and 
had from it much discharge. Nevertheless, the 
improvement in the boy steadily continued, and it 
may be said that by the 20th all the symptoms of 
peritoneal mischief had disappeared. His bowels 
had been freely opened by enema on the 19th, 
and again spontaneously or by aperient on the 
23rd and 30th. Progress to recovery was not in 
fact interrupted by any untoward event, and he 
left the hospital on November 2isL 

To anyone reading these notes it may appear 
that there was singularly little warrant for operation 
in this case; but I am of opinion, notwithstanding, 
that the boy was rescued by it in the nick of time 
from a condition of grave peril. That some 
morbid change had taken place in the extremity of 
the appendix as it hung over the brim of the pelvis 
there can be no question, and whether there was a 
minute perforation at, or gangrene of the tip, there 
were all the indications of a very severe local peri¬ 
tonitis in its whole length, and in its neighbour¬ 
hood. Operation intervened, and by cleansing of 
the peritoneum before the mischief had extended 
too far, general peritonitis was I believe prevented. 

The second case is of interest in that a long- 
suspected abscess which had been originally 
sought for from the front, ultimately made its way 
to the surface in the loin. The notes clearly 
indicate how this was. F. E—, aet. 29, was ad¬ 
mitted to St. Mary’s on November 14th, 1896. 
It appeared that a consultation had just been held, 
and with the diagnosis of “ appendicitis, and urgent 
need for operation,” he first came under my obser¬ 
vation. I happened to be at the hospital at the 
time, and as the man was unquestionably very ill, 
I sent him at once to the theatre, without having 
done more than satisfy myself that he had a much 
distended belly, immovable in respiration, and 
exquisitely tender. He bad been taken ill 00 the 


5th with abdominal pain, but k was not until the 
9th that he sought medical advice, and was 
promptly ordered to bed. He now rapidly became 
worse, was occasionally sick, and up to the time of 
his admission had lived on soda and milk. Under 
anaesthetic a swelling, seemingly deep-seated, was 
to be felt in the caecal region, but no fluctuation 
was detected. On opening the abdomen,—which I 
proceeded to do because of the man’s condition 
and history, and not least because of the diagnosis, 
which had been made by a very competent observer, 
—the caecum was seen to be distinctly red and in¬ 
flamed, when compared with adjoining parts of the 
bowel, but there was no lymph, and the small in¬ 
testine was nowhere adherent. The ileocaecal 
junction could be clearly defined, but the appendix 
was not to be seen. Lying behind, and in the axis 
of the caecum, however, it could be felt as a some¬ 
what resistant body of the size of the little finger. 
I could make out no concretion, but it seemed that 
as it was handled through the caecum it became 
diminished in size, as if some of its contents had 
been squeezed out of it. A gauze drain was in¬ 
serted and the wound closed, but I desisted from 
exploring further because the appendix could not 
have been reached without dangerous disturbance 
of the parts, and I felt that even if pus were to 
form behind the caecum it would there be 
in a comparatively safe place, and might be 
reached at some future time. No fluctuation had 
been felt when the belly was open. The patient 
was no worse for the operation; if anything he 
was rather better, that is to say, the abdomen 
became less tender, and be was more able to take 
food. He did not pick up, however, as if all 
trouble were at an end, and his temperature never 
quite reached the normal. Even though his 
wound was healed, we could not allow him to be 
up, and many times examination was made to 
determine if there was local tenderness or complaint 
of pain ; and knowing what had been found at the 
operation, we strongly suspected that the mischief 
lay behind the caecum. Not until the 8th of 
January did he begin to feel any definite pain in 
the loin, and his temperature rose to 101° F. 
The pain rapidly increased, and was soon followed 
by rigidky and swelling, so that on the 1 2th we 
were able to evacuate a large abscess by incision 
in the loin immediately above the iliac crest. 
Faecal in odour, the abscess nevertheless contained 
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no faeces, nor was any concretion found The 
patient now quickly recovered, and was able to 
leave for a convalescent home at the end of the 
month. 

Of these two cases, then, it may be said that 
they were good examples of the more unusual 
results of peri-appendicular inflammation. Of all 
cases—gangrene always excepted—none are per¬ 
haps so troublesome or dangerous as those in 
which, because of the length of the appendix, the 
mischief starts in the true pelvis or has tracked 
over to the left iliac fossa. General peri¬ 
tonitis is greatly to be feared. I do not doubt 
that in the first of these cases a result so 
grave was prevented by the early exploration. My 
belief is that the tip of the appendix, distended 
with septic contents, had accidentally come to 
hang over the brim of the pelvis, the edge of which 
had then obstructed its blood-supply. A little 
longer and it would presumably have become gan¬ 
grenous, and the patient might have been beyond 
the range of surgery. As it was, it lasted long 
enough for septic invasion of the peritoneum 
round and about the appendix throughout the 
whole of its course. It was that peritonitis with 
which the operation dealt, and if any one cavil, dealt 
with successfully. The second case deserves also 
to be spoken of as “ more unusual,” for it is com¬ 
paratively rare for abscess to show itself first in the 
loin. As far as symptoms told it lay in front, but 
when the appendix was found at the operation to 
occupy an inaccessible position it was clearly wiser 
to abstain from further search, and the course of 
the case, though tedious, was subsequently favor¬ 
able. 

The original cause of the mischief was in both 
cases doubtless the stagnation in the appendix of 
contents, whereby septic invasion of the appendix 
wall and the covering peritoneum ensued. Whether 
such stagnation can occur without obstruction to 
the lumen of the appendix is a matter of opinion. 
In France the question has recently been very 
hotly debated. In the early acute stages of mis¬ 
chief it has not been my practice to remove the 
appendix, and I am unable to say whether in an 
acute first attack going on rapidly to suppuration, 
the appendix is or is not obstructed; but at later 
stages, when the appendix has been removed in 
intervals of recurrent attacks, it has certainly been 
my experience to find such evidences of narrowing 


of the lumen as would be amply sufficient to cause 
stagnation of its contents. I am, therefore, in¬ 
clined to think that the closed-sac theory of 
Dieulafoy and others is pretty near the truth. 

The two remaining cases were instances of re¬ 
moval of the appendix in the interval of recurrent 
attacks of so-called “ perityphlitis,” and were in the 
persons of two students of the hospital. 

Case 3.—H. D—, jet. 26, had been left with a 
dragging pain which lasted for three months after 
an attack of typhoid fever in May, 1894, but there 
is no definite evidence that it had anything to do 
with that which followed. In January of 1896 he 
had an attack of “typhlitis,” which kept him in bed 
for a week, and in which his temperature rose to 
101 0 F. A second and milder attack followed in 
three weeks. In both of them pain had been first 
felt across the pit of the stomach, and had then 
gradually settled in the right iliac fossa. He con¬ 
tinued well until November 2nd, when he caught a 
bad cold, and three days later he was smitten with 
a third attack of distinctly greater severity, the 
temperature being 103°, there being vomiting and 
thirst, with general surface tenderness of the abdo¬ 
men. He was in bed for seventeen days, and 
although he went about afterwards and put on 
flesh, considerable induration and swelling were to 
be felt in the iliac fossa. This was the condition 
in which I first saw him, and advised him to have 
his appendix removed, after quiescence had been 
secured by rest in bed and suitable diet. Accord¬ 
ingly he was admitted to hospital on December 8th, 
and on December 16th, the swelling having much 
diminished and the temperature being normal, we 
proceeded to operation. The operation was one of 
extreme difficulty. 

On opening the abdomen by the usual incision 
the caecum was found firmly adherent to the wall, 
and had the incision been but half an inch more 
external there would have been great danger of 
puncturing it. Caecum and small intestine were 
matted together, and in the mass of adhesions 
the appendix—firm, rigid, and some two inches 
long—was found extending vertically downwards* 
An abscess cavity lay between the root of the 
appendix and the adjoining part of the caecum. 
The pus therefrom was caught with sponges, and 
so in like manner was the pus which was now let 
loose from the appendix itself, and which commu¬ 
nicated with the abscess above-named. The liiwp 
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and empty appendix was ligatured, and removed 
close to its junction with the caecum. There 
remained to be dealt with that part of the caecum 
which had formed one boundary of the abscess, 
and was nearly perforated, and this was safely 
buried by involution of the gut and the application 
of Lembert’s sutures. The peritoneum was cleansed 
and the wound closed. The after-history was 
altogether uneventful. The patient stayed in bed 
for a month to secure sound consolidation of the 
abdominal wound, and left the hospital on 
January 26th. Since his return to the school in 
March he has continued well. 

I have said that the operation was in this case 
exceptionally difficult, and it obviously was so by 
reason of the adhesions which bound the various 
parts together. And yet the separation of these 
adhesions, conducted with all proper care, must 
have been infinitely less dangerous than leaving 
the appendix full of pus, and in a condition which 
might at any time have given rise to more alarm¬ 
ing symptoms than the patient had ever had 
before. It should be said that the lumen of the 
appendix showed distinct evidence of having been 
obstructed immediately beyond the spot where it 
was amputated. 

In the last case, 4, the appendix fully deserved 
to be spoken of as a closed sac, for a firm annular 
constriction was found in it immediately beyond 
the point of amputation. A. R—, aet. 24, had a 
first attack of “appendicitis” with all the cha¬ 
racteristics in the middle of May, 1896. He was 
laid up for nearly four weeks, and his temperature 
was as high as 102°. A second attack followed 
after a convalescence of a fortnight only, and in 
this a distinct swelling was to be felt in the iliac 
fossa. Recovery was slow, but uninterrupted, 
and on September 1st he was able to begin work 
as a dresser. About the beginning of October, 
however, he felt some discomfort in the iliac fossa, 
and considering his work it is no surprise to learn 
that the discomfort gradually grew into positive 
pain. Tenderness and swelling soon followed, 
and he was advised to come into the hospital. 
He did so, but under rest in bed things so quieted 
that I hesitated to resort to operation, more 
especially as it seemed that nervousness had a 
good deal to do with his symptoms. The patient 
nevertheless was anxious for it, and I yielded to 
his entreaties on December 19th. As in Case 3, 


the appendix dipped vertically downwards. It 
was four inches in length, and was rigid from 
distension with retained mucus. There was no 
pus and there were no adhesions, but the lumen 
was practically blocked by a constriction about 
one inch from its origin. The patient made an 
excellent recovery. 

The absence of adhesions was a noticeable 
feature in this case, and is of interest when it is 
remembered that much hesitation was felt in re¬ 
sorting to operation at all. The real source of 
the mischief clearly lay within the appendix itself. 
Whatever the cause, it is certain that the appendix 
was liable to become, and was in fact at the time 
of the operation, occluded by a narrowing of its 
lumen, whereby mucus was retained and septic 
conditions were established, thus inducing the 
symptoms from which the patient suffered. The 
results of such occlusion seem to show that under 
the ordinary conditions of health, and healthy 
intestinal peristalsis, there must be movement in 
the mucous or faecal contents of this seemingly 
useless tube. Let stagnation occur, and there is 
a risk that concretion may be formed, or that 
septic retention may take place, and these are the 
two most frequent causes of so-called appendicitis 
which demand surgical relief. 


Tardy Traumatic Strictures of the Urethra.* 

—Professor Bazy describes a case and quotes one 
other on record, in which the symptoms of stricture 
were preceded by fracture of the pubis forty and 
fifteen years previously. As the retention of urine 
was not complete, the idea of prostatism was 
rendered less probable, and in exploring the 
urethra the bulb could not be felt through the 
perinaeum, but only through the rectum. He 
considers this fact a valuable means to differentiate 
spasm of the membranous portion from stricture 
located in the remotest part of the perinaeum, and 
thus close to the membranous portion. In his 
case the bladder was two fingers’ breadth above 
the umbilicus, prominent and painful With a 
No. 23 blade he sectioned the stricture, which 
seemed as hard as any gonorrhoeal or other pre- 
mem branous stricture, and the section was ab¬ 
solutely bloodless. Evidently a slow process of 
sclerosis had terminated in the production of a 
stricture. The treatment was successful. 

Pres sc Med., February 13th. 1897. 
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